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PREFATORY NOTE. 



The Glasgow Obstetrical and Gynaecological Society was 
the outcome of a meeting held in the Glasgow Athenaeum, 
on 19th May, 1885, under the chairmanship of the late 
Professor William Leishman. Most of the original members 
are with us still, and their names will be found marked 
with an asterisk in the list of Fellows. A few have resigned 
or left the country, and two — viz.. Professor Leishman and 
David Mungall — have been removed by death, the latter 
during last session. 

Many interesting papers have been read and subjects 
discussed. The records of these will be chiefly found in 
the Olasgow Medical Journal, but also in the Edinbv/rgh 
Medical JourTial, the British Medical Jov/mal, and the 
Lancet A list of the subjects of the papers and discussions 
has been prepared from the Minute Book, and is appended 
to this note. 

During the first years — from 1885 to 1890 — the late 
Professor Leishman was Honorary President. He was suc- 
ceeded by Lawson Tait, F.R.C.S., who gave an address on 
"The Principle of Exploratory and Confirmatory Incisions," 
which was published in the Lancet, 7th Febi-uary, 1891, 
The next Honorary President was the late Sir Spencer 
Wells, Bart., F.R.C.P. The subject of his address was "The 
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Prevention of Preventable Disease," which will be found 
in the Glasgow Medical Jowmal, July, 1893. He was 
followed by Robert Barnes, M.D., F.R.C.P., who gave an 
address (published in the Glasgow Medical Journal, Decem- 
ber, 1894) on ''Physiology and Pathology illustrated by 
Menstruation and Gestation." Our next Honorary President 
was Sir John Williams, Bart., M.D., F.R.C.P., who took as 
the subject of his address, "A Historical Sketch of Gynae- 
cology during the last Fifty Years." It will be found in 
the Glasgow Medical Journal, April, 1896. For the last 
two years Professor A. R. Simpson, M.D., F.F.P.S.G., has 
filled the chair. His address on "The Jubilee of Anaesthetics 
in Midwifery" was delivered on the fiftieth anniversary of 
the use of ether as an anaesthetic in midwifery by Sir James 
Y. Simpson. This address is the first article in the present 
volume. 

In the beginning of the session 1896-97, as the funds of 
the Society were felt to be suflScient to warrant publication 
of a volume of Transactions every two years, it was deter- 
mined to do so. An Editorial Committee, consisting of the 
President, Treasurer, Secretary, and Reporting Secretary, was 
appointed to undertake the work. The present volume 
represents the work done in the Society for the past two 
sessions. It is hoped that these Transactions will prove 
of value to the Fellows of the Society, and all specially 
interested in obstetrics and gynaecology. 

Glasgow, November, 1898, 
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** Three Cases of Doubtful Sex in One Family." By Dr. John Lindsay. 

" The Prophylaxis and Treatment of Abortion." By Dr. R. Pollok. 

" Diseases of the Eye most frequently seen in Gynaecological and Obstetrical 
Practice." By Dr. A. Maitland Ramsay. 

** Notes on the Case of a Fcetal Cyclops." By Dr. M. Black. 

** Extra-uterine Gestation." By Dr. J. Stuart Nairne. 



SESSION 1893-94. 

*' Notes of Acute Gi^dema of the Lips, Tongue, and Soft Palate, alternating 

with Acute Eczema of the Face and Hands in a Case of Myxoedema." 

By Dr. R. Kirk. 
** A Report of a Year's Work at the West End Branch of the Maternity 

Hospital." By Dr. Robt. Jardine. 
*' Paternal Impressions : a Consideration of the Male and Female Elements in 

Reproduction. " By Dr. W. CuUen. 
"Remarks on a Case of Eclampsia during Pregnancy." By Dr. T. W. 

Jenkins. 

SESSION 1894-95. 

** A Case of Foetal Malformation, showing Ectopy of the Liver, Omentum, 

and Bladder." By Dr' G. Bell Todd. 
** A Case of Multilocular Cyst (Ovarian ?) Attached to, and Nourished by the 

Mesentery, and quite unconnected with the Uterus or its Appendages." 

By Professor Geo. Buchanan. 



xvi LIST OF THE PJtINCIPAL- PAPERS. 

• 

" The Successful Preventive Treatment of the Scourge of St. Kilda— Tetanus 
I^eonatorum — with Some Considerations regarding the Management of 
the Cord in the New-born Infant." By Dr. G. A. Turner. 

" A Report of a Year's Work at the West End Branch of the Maternity 
Hospital." By Dr. Robt. Jardine. 

** Notes of some Unusual Cases met with in Gynaecological , Practice. " By 
Dr. M. Cameron. 

** Notes of a Case of Missed Labour." By Dr. Robt. Jardine. 

" Notes of a Case of Vesicular Mole." By Dr. J. M. Munro Kerr. 

** Prevention of Rupture of the Perineum." By Dr. J. Nigel Stark. 



SESSION 1895-96. 

"A Case of Total Extirpation of a Myoma of the Uterus with Pregnancy.'* 

By Dr. M. Cameron. 
" Cystic Diseases of the Uterine Appendages." By Dr. G. T. Beatson. 
"A Case of Abdominal Section for Diseased Appendages." By Dr. G. 

Balfour Marshall. 
*' Rupture of the Uterus during Labour." By Dr. M. Cameron. 
"Retroversion of the Gravid Uterus, with Complications." By Dr. M. 

Cameron. 
** Notes of Five Cases of Endometritis occurring in Private Practice." By. 

Dr. J. Coulson Howie. 
** Clinical Notes of a Case of Rupture of the Uterus." By Dr. M. Black. 
" Clinical Notes of a Case of Labour Complicated by an Old Pelvic Abscess^ 

which had Opened into the Vagina by the Side of the Cervix." By 

Dr. E. H. L. Oliphant. 
** A Case of Ruptured Ectopic Gestation about the Fifth Week : a Con- 
tribution to the Etiology and Pathological Anatomy of Early Tubal 

Pregnancy." By Dr. G. Balfour Marshall. 
" Phlegmasia Alba Dolens." By Dr. Robt. Jardine. 



TRANSACTIONS 



OF THE 



GLASGOW 

OBSTETRICAL AND GYMCOLOGICAL 

SOCIETY. 



MEETINGS OF SESSION, 1896-97. 



[Note. — Those Papers which have been puhlisJied in extenso will he foimd 

foUomng these abstract reports,] 



Meeting I. — 28th October, 1896. 



The President, Dr. G. A. Turner, in the Chair. 

The President, in his retiring remarks, gave further 
information with regard to the plague of St. Kilda, on which 
he had already made a communication to the Society, and 
said that all the children born last year had remained free of 
the tetanus neonatorum, which was formerly so frequent a 
cause of death. He then referred to some points of interest 
in the past history of the Society. 

The following oflSce-bearers were elected for the current 
session: — Hon. President, Prof. A. R Simpson, Edinburgh; 
President, Dr. Malcolm Black ; Vice-Presidents, Drs. J. Nigel 
Stark and Miller; Treasurer, Dr. Lindsay; Secretary, Dr. 
Jardine ; Beporting Secretary, Dr. A. W. Russell ; Pathologist, 
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Dr. J. M. Munro Kerr; Members of OouncU, Drs. T. W. 
Jenkins, A. R. Oann, H. C. Reid, A. Richmond, G. Balfour 
Marshall, Alice Maclaren. Dr. Malcolm Black afterwards 
took the chair. 

Dr. Arthur Meghan read notes of a very unusual com- 
plication of labour due to bilateral cystic kidney. After 
delivery of the head and shoulders without difficulty there 
was considerable delay, which, on examination under chloro- 
form, he found was due to the size of the abdomen; and, 
as considerable trcu^tion failed to move it, he eviscerated. 
Both kidneys were greatly enlarged, and consisted of a mass 
of small cysts, the right weighing 14^ oz. and the left 16f oz. 
The patient made a good recovery. 



Meeting II. — 25th November, 1896. 



The President, Dr. Malcolm Black, in the Chair. 

New Fellows, — Drs. Arthur Mechan, E. Arthur Gibson, and 
Arch. F. Campbell were elected Fellows of the Society. 

L — fresh specimens, etc. 

By Prof. Murdoch Cameron. 

Prof. Murdoch Cameron showed (1) two dermoid tumours 
of the ovaries removed from a patient who had had a child 
only five months previovs to the operation. One of them was 
of a deep livid colour, which was found to be due to two turns 
on the pedicle. Two wax casts of the tumours which he had 
made were exhibited to show the different appearances of the 
tumours in the fresh condition. (2) A small tumour removed 
from the labium majus. (3) Ovaries from a case of myoma of 
the uterus in which there had been severe haemorrhage. 

n. — "the value of cachexia in the diagnosis 

OF malignant disease."^ 

Br Dr. G. T. Bbatson. 

After an interesting introductory reference to the study of 
physiognomy and diathesis in relation to diagnosis, and to the 

1 Dr. Beatson'a paper will be found printed in full in the Scottish 
Medical and Surgical Journal for April, 1897. 
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work of Laycock and Jonathan Hutchinson in this connection, 
Dr. Beatson said that the question he wished to bring speci- 
ally under the notice of the Society that evening was whether 
or not cancer carried with it such an alteration in the patient's 
appearance that it might be relied on as much as, for example, 
the bronzing of the skin in Addison's disease, in forming an 
opinion as to the nature of a tumour, in other words, whether 
it was a reliable factor in diagnosis. He then gave in detail 
the history of a patient who had been recently under his 
treatment, and whose case was a good illustration of his 
subject. She was 41 years of age, and her family history 
showed that her grandfather and a paternal uncle had died 
of cancer, while her mother had been operated upon for some 
uterine trouble. She had herself been at different times under 
treatment of several gynaecologists, with little or no permanent 
benefit, till in 1892 the cervix uteri was amputated for cancer. 
Her health was better for a time after this, but a year or so 
later "floodings" began, and had since continued at every 
period, accompanied by severe pain. In the intervals there 
was a brownish vaginal discharge. She now began to lose 
flesh. She was advised to enter the Western Infirmary, where 
Bhe was admitted last February, and was under the care of 
Prof. Murdoch Cameron. She was dismissed in eleven days. 
Three months later, when she came under Dr. Beatson's charge 
in the Cancer Hospital, she had a sallow, anxious, cachectic 
appearance. There was an abdominal tumour reaching to 
within an inch or two of the umbilicus. There was no deposit 
near the cervix nor appearance of ulceration. She was after- 
wards carefully examined under an anaesthetic. The uterine 
cavity at that time measured 3| inches. Enquiries were now 
made as to the nature of the disease for which the cervix had 
been amputated, and it was found to be malignant disease 
limited to the cervix, and Prof. Cameron believed that it had 
recurred, and his opinion was evidently based on the cachectic 
appearance and rapid wasting of the patient. Dr. Beatson at 
this point discussed the various opinions as to the relations of 
cachexia to carcinoma. After referring to the wide-spread 
belief that cancer, as it extended, had an injurious influence 
on the tissues, and set up constitutional symptoms indicated 
by rapid emaciation, anaemia, loss of strength, and especially 
by a peculiar lemon-coloured tint of the skin, which by some 
was considered pathognomonic and a sign that successful 
removal could not be hoped for, he said that he did not believe 
in any such special cancerous cachexia. Such appearances 
were due to ulceration of the growths and absorption of the 
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products or to repeated hsBmorrhages. He referred to two 
cases he had treated in illustration of this view. The one 
was a case of cancer of the stomach which never ulcerated, 
and the patient ultimately died of inanition without developing 
the cachectic appearance. The other was a case of cancerous 
" cauliflower" growth from the cervix uteri, too far advanced 
for radical treatment, and yet, when he removed the ulcerating 
masses and used- antiseptic douches, the markedly cachectic 
appearance soon disappeared, and the patient for the time 
improved in condition.' Dr. Beatson then quoted from Bryant 
and Matthews Duncan on the subject of cachexia. In the 
case he had related in detail, after watching and studying the 
patient for a time, he decided to make an exploratory abdominal 
incision, as there was no recurrence at the site of the operation 
and no glandular infection, while the discharge was inter- 
mittent and not particularly foetid, and showed no debris in 
it, and the abdominal tumour was smooth and globular. These 
characteristics seemed to suggest uterine fibroid, and he found 
on making the incision that the uterine enlargement was 
mypmatous. He accordingly removed the two ovaries, both 
of them cystic. The abdominal tumour soon disappeared, the 
vaginal discharge ceased, and the patient made a good recovery, 
gradually gaining flesh and getting back her healthy appear- 
ance. Dr. Beatson then remarked that if the view he was 
disposed to take of the etiology of cancer were correct, the 
removal of the tubes and ovaries should be materially in her 
favour on that ground. 

Dr. Beatson concluded by referring to the question of the 
exploratory abdominal incision, and pointed out the advantage of 
it in such cases where the doubt as to their nature and treat- 
ment could not be removed by the usual methods of diagnosis 

Prof, Murdoch Cameron said he did not understand how the 
removal of the tubes and ovaries could lead to so rapid a 
disappearance of so large a tumour as that described. The 
explanation of cachexia as being due to septic poisoning was 
the true one. In the case referred to by Dr. Beatson, it was 
not from the cachexia alone that the diagnosis was arrived at, 
and they did not diagnose it as cancerous, but as preav/mably 
cancerous. With regard to recurrence, it was not necessary 
that cancer should recur on the cicatrix ; in fact, pathologists 
had pointed out that it was more apt to creep round the 
cicatrix. He had seen such cases. The swelling on the right 
side, too, was painful, and a fibroid was not usually painful to 
the touch. 
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Dr, Stuart Nairne said they were all at one in not regard- 
ing cachexia as pathognomonic of cancer. Similar cases had 
occurred in his experience, and he quoted the case of a patient 
who, after being in the Cancer Hospital, was admitted into the 
Samaritan Hospital showing a typical cachexia and having 
a foul discharge, and they had removed there a sloughing 
fibroid. He also could not understand so rapid a disappear- 
ance of a tumour described as reaching nearly to the umbilicus 
after removal of the ovaries. It was more likely to be a 
case of senile endometritis. As to the exploratory incision, 
he still held that it should not be done simply for the purpose 
of diagnosis. It should be possible without that to make a 
sufficiently certain diagnosis, so that the surgeon might lay 
his plans for treatment, and any incision made after that 
should rather be called confirmatory. 

Dr, Samuel Sloan said that manj^ cancerous patients looked 
well even if they had been pretty long ill, but advanced cases 
seemed to him to have a cachexia. He referred also to the 
unusually rapid decrease in size of the uterus, and wondered 
if there was any mobility of the parts. If there was mobility 
he would justify abdominal incision. 

Dr. Stark said he believed that cachexia did not depend on 
the disease, but on the exhausting discharges. 

Dr. Beatson, in reply, said that the tumour was dense and 
firm to the touch, and had all the characteristics of a fibroid. 
It was not unusual for him to remove the tubes and ovaries in 
such cases, and to have a quick diminution in size of the 
tumour as the result. 



Meeting III. — 16th December, 1896. 



The Vice-President, Dr. J. Nigel Stark, in the Chair. 

New Fellow. — Dr. P. M*Bride was elected a Fellow of the 
Society. 

I. — A CASE OF TUBAL GESTATION ABOUT THE FIFTH WEEK. 

Bt Dr. G. Balfour Marshall. 

Dr. Marshall's paper will be found in Appendix, p. 27. 

Dr* Kelly had not heard the whole of the ease, but he 
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wished to refer to one practical point. He (Dr. Marshall) 
mentioned that he had stitched the wall of the uterus. 

Dr. Marshall explained that there had been oozing of 
blood owing to gaping of the wound, the tumour being so 
close to the uterus. 

Dr, J. M. Munro Kerr said that this was a most interesting 
case, especially in the points raised regarding the diagnosis. 
As regards scraping, considerable doubt existed, because a por- 
tion of the membrane was often shed, and even when a good 
portion was got the changes in the cells were not always 
absolutely characteristic. There was not the definite grouping. 
He had found chronic endometritis set up changes which much 
resembled the appearance seen in the decidual cells. Therefore, 
unless there were distinct groups it was impossible to tell. 
As to curetting, he pointed out the danger of haemorrhage 
such as had occurred in this case, and that this might set up 
contraction of the sac, and, as a consequence, rupture might 
occur. One other point of interest was as to whether the 
embryo was dead. The only symptom was a shedding of the 
decidua. 

Dr. Samuel Sloan wondered whether it was possible that 
the sac was not ruptured when the first examination was made. 
It was difficult to say when this pregnancy began. A normal 
menstruation at the end of May was hardly possible. He 
referred to the presence or absence of pain as an aid to 
diagnosis. 

Dr. Jardine said he had been fortunate in seeing this 
patient with Dr. Marshall. The scraping had confirmed their 
diagnosis, but they had no difficulty in making up their minds. 
The operation was not difficult. As to the stitching of the 
uterine wall, it was rather a stitching of the peritoneum, which 
had retracted slightly. 

Dr, Stark said that Dr. Marshall had been fortunate in 
getting his case early. Muscular degeneration showed the 
danger of early rupture. He thought there was no need 
for curetting in clear cases. Another interesting question 
had been raised regarding the date of the last normal 
menstruation. 

Dr. Balfour Marshall, in his reply, said that a single 
throwing ofi* of decidua was quite consistent with the life of 
the ovum. Of more value was the repeated hsBmorrhage. 
Normal menstruation was possible, even in uterine pregnancy, 
for two months. From the size of the cyst he was convinced 
that pregnancy took place at the time he had assigned. 
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II. — ^A NOTE ON DELIVERY IN THE WALCHER POSITION IN A 

CONTRACTED PELVIS. 

Bt Dr. Bobert Jardine. 

Dr. Jardine's paper will be found in Appendix, p. 34. 

Dr. SawAiel Sloan said that this was a most interesting 
case. He was only amazed to find that a child weighing 
8^ lb. could be drawn through a pelvis of the size described 
with so little apparent difficulty. He thought this position 
recommended by Walcher deserved trial. 

Dr. Stark said he had tried this position in a patient with 
a conjugate of 3 inches where the child weighed 7^ lb. 



IIL — SPECIMENS. 
By Dr. John Lindsat. 

Dr. John Lindsay showed a preparation of a normal human 
embryo, of about sixteen days, judging by the development, 
the branchial arches not having yet appeared. 

He also showed specimens, casts, and photographs of various 
congenital deformities, arrested development of the arm, 
congenital dislocation of the leg at the knee, supernumerary 
digit, &c. 



Meeting IV. — 19th January, 1897. 



The President, Dr. Malcolm Black, in the Chair. 

The Honorary President, Professor A. R. Simpson, of Edin- 
burgh, delivered an address on "The Jubilee of AnsBsthetic 
Midwifery" (md^ Appendix, p. 1). Members of the profession 
in the West of Scotland, as well as the Fellows of the Society, 
were present. A vote of thanks was proposed by Dr. Stirton, 
and seconded by Professor George Buchanan. Professor 
Simpson was afterwards entertained at dinner by the Fellows 
of the Society. 
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Mbetino v.— 27th January, 1897. 



The Vice-President, Dr. Alex. Miller, in the Chair. 

I. — SPECIMENS. 
A. By Dr. Bobert Jardine. 

Dr. Bobert Jardine showed — (a) A complete membranous 
cast of the uterus of a young unmarried woman about 
23 years of age. She had passed many such membranes 
previously, (o) A curious malformation of the umbilical cord 
due not to a knot, but to a twisted condition of the vessels. 

B. By Professor Murdoch Cameron. 

Professor Murdoch Cameron showed a photograph of a large 
ovarian tumour, of which the fluid contents measured 640 oz., 
and the cyst walls and solid part weighed 6 lb. 

C, By Dr. John Edgar. 

Dr. John Edgar showed a gravid tube, and an appendix 
vermiformis which he had been obliged to remove at the 
same time owing to previous attacks of appendicitis, especially 
during pregnancy, and the resulting adhesions. 

D. By Dr. J. M. Munro Kerr. 

Dr. J. M. Munro Kerr showed a complete abortion in which 
the structures could be very distinctly recognised. 

IL — ^A RESUME OF TWO YEARS* WORK AT THE WEST-END 
BRANCH OF THE MATERNITY HOSPITAL. 

By Dr. J. M. Munro Kerr. 

Dr. Kerr's paper will be found in Appendix, p. 37. 

Dr. Jardine said it spoke well for Dr. Kerr's supervision of 
his district that there were only two maternal deaths. One 
death had taken place from placenta prsBvia. He had seen 
her a few weeks before owing to haemorrhage, and had sent 
her to the West-End Branch. At the time of a second bleed- 
ing, he found she had been out on the street about the New 
Year, and had been carried home drunk. He corroborated 
Dr. Kerr's experience regarding the small proportion of pelvic 
deformities. He (Dr. Jardine) had met with considerable 
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success in the immediate repair of the perineum when a 
douche was necessary. He invariably used perchloride 
solution, 1 in 2000, or even stronger, following this up 
immediately afterwards with a douche of boiled water. 

Dr. /. Goulson Howie considered Neville's forceps, to which 
Dr. Kerr had referred, to be one of the most useful forms of 
forceps. With regard to douching, he took the temperature at 
every visit, and if it rose above 100° he gave a vaginal douche, 
and if it did not fall gave an intra-uterine douche later on. 
He believed he got quite as good results with boiled water as 
with corrosive sublimate solution. 

Dr, Oliphant asked at what time the abscess of the mamma 
appeared in his cases, and Dr. Kerr replied about the twelfth 
day in one case. 

Prof. Murdoch Cameron referred to the diflSculty that had 
been experienced in applying his antero-posterior compression 
forceps in one of the cases, and said the difficulty was due to 
want of practice in applying a new form of forceps. He had 
already pointed out that with the ordinary axis traction 
forceps the head of the child was almost invariably caught in 
a semi-oblique position. Comparing forceps with version, he 
believed the child had a better chance with the forceps. In 
craniotomy, he liked to perforate through the sutures and not 
through the bone. As to the douche, he considered it necessary 
in hospital practice, but he was not so sure of the necessity for 
it in other cases. He never used it among respectable private 
patients, and as a result he never saw septic complications. 
When a douche had to be given he used corrosive sublimate 
solution, 1 in 2000. Regarding suppuration of the breasts, 
patients were to blame for not putting the child to the breast, 
and not suspending the breasts. He had never seen such 
alarming haemorrhage as had occurred in the case recited by 
Dr. Kerr. 

Dr. Balfour Marshall said that Dr. Kerr's report presented 
a large field for discussion, and it was important to bring such 
work before the Society. He had always used Milne Murray's 
forceps, and applied it antero-posteriorly, taking it off, and re- 
applying it, if necessary, as the head changed its position. He 
sugggested a trial of the Walcher position, and referred to a case 
in which it had been helpful in his experience. He took excep- 
tion to dilatation of the os uteri in central placenta praevia. 
He would do bipolar version in such a case. The douche 
should not be used at all, unless for gonorrhoeal discharges. 
There was more risk in douching afterwards than in not doing 
it at all. External palpation should be used for diagnosis. 

VOL. I. B 



10 REPORTS OF MEETINGS. 



Meeting VL— 24th February, 1897. 



The President, Dr. Malcolm Black, in the Chair. 

Death of Sir Spencer Wells. — After the reading of the 
minutes of the previous meeting, reference was made to the 
death of a past Honorary President of the Society, Sir Spencer 
Wells, and it was resolved to record in the minutes of the 
meeting an expression of the loss the Society and the pro- 
fession had sustained by his death, and to send an extract 
from the minutes to the family. 



L — specimen. 
By Dr. E. A. Gibson. 

Dr. E. Arthur Gibson showed as a fresh specimen a uterine 
fibroid which he had removed on the previous day. The 
patient was a widow, and had reached the menopause eight 
years ago. She had had no symptoms till three weeks ago. 
Profuse haemorrhage occurred then, and was treated by plug- 
ging and ergot. She was afterwards put upon hydrastis. 
Another violent haemorrhage occurred a week ago, and she 
was accordingly sent into a private nursing home, where 
he performed a complete hysterectomy by Martin's method. 
The specimen showed that the tumour occupied the anterior 
wall of the uterus, and had the usual characters of a fibroid. 
The posterior wall was"very markedly attenuated. 



II. — GYNAECOLOGICAL CASES FROM THE VICTORIA INFIRMARY. 

By Dr. T. W. Jenkins. 

1. The History and Post-mortem Appearances of a Case 
of Puerperal Fever. — I have called the case about to be 
described by the common name of puerperal fever, though 
aware that it would be more accurately termed one of sepsis 
post abortum ; but I have done so because there is reason to 
believe that the pathological changes which were found in 
the pelvic and abdominal organs after death are to a certain 
degree characteristic of a large class of cases of pelvic inflam- 
mation following alike upon abortion and parturition; because 
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the therapeutic indications are the same at the earlier and the 
later time ; and because I shall have occasion to remark upon 
a case in some respects similar which occurred after a full- 
time pregnancy. 

The history of the case is as follows : — In the last week of 
September, 1896, Mrs. M., set. 25, then in the sixth or seventh 
month of her first pregnancy, gave birth to a child said to 
have been dead for some time, and soon after fevered. For 
ten days she seems to have been exceedingly ill, and to have 
suffered from repeated rigors and abdominal distension and 
pain. On the thirteenth day she compelled herself to leave 
bed, and two days later, on the 12th October, made her way 
to the Victoria Infirmary Dispensary, where I found her in 
manifest distress and complaining of severe pain in the left iliac 
region, discharge of large blood clots from the vagina, dysuria, 
and constipation. A rapid examination showed the uterus to 
be enlarged ; on its left side a tumour reaching from the 
pelvic floor to above the level of the inlet and apparently 
containing fluid; on its right side some parametritic infiltration 
surmounted by a mass in all respects like that on the leift. 
The patient was straightway admitted to Dr. Parry's ward. 
In the course of the next few days she appeared to improve ; 
but on the 19th an extension of the parametritic process was 
noted, and on the 21st it was deemed advisable to make 
an attempt to relieve a condition which was rapidly getting 
worse. Under chloroform we found the uterus wedged between 
two large apparently cystic swellings whose precise relations 
to the uterus could not be determined. Our view was that 
they were tubal, and that they contained pus. I punctured 
the sac on the left, and evacuated some thin pus similar to 
what at that moment was observed to issue from the rectum. 
Further puncture on both sides yielded nothing but a little 
blood. No improvement followed, and the patient died on 
the 23rd. 

The autopsy revealed the following conditions : — 

Great omentum, tinged and dark red, adherent to parietal 
peritoneum all round pelvic inlet, and projecting into the 
cavity in the form of two thick masses themselves adherent 
to the uterus, the adnexae on both sides, and the pelvic 
peritoneum. These masses constituted the bulk of the 
tumours previously felt bimanually. Omentum further ad- 
herent to caecum, which it had dragged into the pelvis. 
Processus vermiformis adherent to parietal peritoneum in 
front of lower part of sacrum. 

Superincumbent intestines distended and covered with 
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lymph. Pus in hypochondriac and iliac regions. Uterus 
enlarged; its cavity empty. Right Fallopian tubes slightly 
thickened; ostium abdominale closed, but yielding to gentle 
pressure and exuding pus. Right ovary, globular, nearly 
2 in. in diameter, bluish-black in colour, and full of pus. 
Left ovary not enlarged, but riddled with punctiform abscesses. 
Left tube not much thickened, not occluded, and yielding pus 
on pressure. Left parametrium the seat of an abscess cavity 
which communicated with the rectum and with the opening 
in the vagina. 

In November, 1895, I had an opportunity of observing a 
patient who was admitted to the hospital twenty-one days 
after confinement at term with a history like that of the 
preceding case. Examination in narcosi showed the uterus to 
be displaced to the right, and to be closely connected with a 
large swelling which occupied the opposite side of the pelvis. 
The upper limit of the tumour was indistinct and dull 
tympanitic on percussion ; the lower limit was above the level 
of the parametrium. 

On the abdomen being opened the omentum was found 
firmly adherent to the anterior wall and to the pelvic brim, 
and projecting into the cavity as in the case I have just 
described. A large cyst, lined by a whitish fibrinous exudation 
and filled with clear fluid, occupied the space between the 
uterus and bladder, and similar smaller cavities were found 
in the deeper lateral parts of the pelvis. It became obvious 
that the tumour which had been felt on bimanual examination 
was in reality composed of the thickened mass of omentum 
and these serous cysts. The left appendages were apparently 
normal. The right tube was as thick as one's little finger, 
and adherent to the lig. latum and the parietal peritoneum. 
The right ovary was unaffected. The extremely friable right 
tube was removed, the fibrinous exudations were stripped oflF, 
the cavities drained and packed with gauze. Two days later 
the left tube, which had seemed normal at the time of 
operation, was as thick as its fellow had been, and was 
exuding pus. The left ovary was enveloped in a fibrinous 
exudation. On the following day the patient died. 

The only conclusions which I shall draw from these cases 
are : — (1) That masses of omentum may assume all the char- 
acters we are wont to associate with infiammatory tumours 
of tubal or ovarian origin, and in turn completely obscure the 
condition of the pelvic organs; (2) that in such cases the 
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radical vaginal operation is the only one that need be con- 
sidered ; (3) that puncture is in the highest degree dangerous. 
To introduce an instrument one knows not where is more 
than likely to break through the defensive barrier which a 
purely local inflammation has raised up, and to infect the 
general peritoneal cavity. 

2. A Case of Tubal Abortion with Unusual Complications, 
— Mrs. W., set. 32, 6-para, came to the Victoria Infirmary 
Dispensary on 9th May, 1896, complaining of bearing-down 
pains, painful defalcation, and bodily weakness. Her story 
was that on the 18th of April, eighteen days after a normal 
menstrual period, she was seized with intolerable pain in the 
lower abdomen when in the act of leaving bed in the early 
morning, and fainted. Pain continued and kept her in bed 
for a week, at the end of which time uterine haemorrhage 
occurred and lasted three days. On several occasions before, 
she had similar though much milder attacks of pain. I found 
the uterus movable, antefiexed, softer than normal, but not 
appreciably enlarged. Right Fallopian tube thickened at 
isthmus, greatly dilated beyond. Left appendages normal. 

Diagnosis. — Hsematosalpinx ex graviditate tubaria. 

Circumstances prevented the patient from entering the 
hospital till the beginning of June. Operation was indicated 
by the persistence of pain. I opened the abdomen on the 4th, 
and found the following conditions : — 

Right adnexsB enveloped in numerous adhesions. Appendix 
vermiformis, finger-thick and adherent to tumour. Right 
tube elongated, thickened, and turgid; ostium abdominale open, 
fimbriae deeply congested, mucosa hypertrophied. Right ovary 
as large as a hen's egg, containing pultaceous matter and hair, 
and in the remaining small segment of normal ovarian tissue 
a fresh corpus luteum. Left adnexae normal. Ablation of 
right adnexae and vermiform appendix. The patient did well. 

We have to note here — (1) The history and signs of intra- 
peritoneal haemorrhage from tubal abortion, and the simulation 
of a haematosalpinx by a dermoid ovarian cyst. (2) Earlier 
and similar, though milder, attacks of pain due to catarrhal 
appendicitis. (3) The occurrence of tubal pregnancy, and 
expulsion of the entire ovum eighteen days after a normal 
menstrual period. Sections of the tube, it is true, do not show 
decidual cells, but the history, the presence of a recent corpus 
luteum, and the hypertrophic condition of the tubal mucosa, 
fully justify the assumption. (4) The disappearance of all 
traces of haemorrhage, which, to judge by the marked anaemia 
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of the patient, must have been considerable, within a period 
of seven weeks. 

3. Congenital Absence of the Portio VaginMis Uteri and 
Patency of Odrtner'a Duct, — The last case I shall bring under 
your notice is that of a girl, aged 21, who came into the 
hospital in March, 1896, complaining of amenorrhcea. She 
had never menstruated. The following condition was noted : 
— External genitals and hymen well developed. Vagina 1^ in. 
in length. No portio vaginalis uteri. Per rectum, a very 
small uterus and diminutive tubes and ovaries to be felt. At 
apex of vagina, two apertures, one median, the other to the 
right. The point of a probe, introduced into the median 
opening, passed seven-eighths of an inch in the median plane, 
and could be felt from the abdomen as at the fundus uteri. 
A second probe, introduced into the opening on the right, 
passed upwards and outwards for fully 2 inches, and its 
point could be felt 1^ inch from the right uterine margin. 

The distinctness with which the outlines of the uterus were 
felt when examining per rectum, the passage of the one 
probe in the median plane and its recognition at the fundus 
uteri, while the second passed a much greater distance in an 
oblique direction, seem to me to suggest that the case was one 
of a normally formed, though diminutive, uterus, with patency 
of Gartner s duct on the right side, and, of course, absence of 
the portio vaginalis. 



III.— THREE CASES OF BROAD LIGAMENT CYSTS. 

By Dr. Edgar. 

The following three cases of broad ligament cysts, removed 
by coeliotomy within the past few months, are of some 
interest : — 

Case I. — Miss R, set. 29, tablemaid, was sent into the 
Samaritan Hospital by Dr. Thomson, of Irvine, on the 9th of 
October, 1896. Her complaint was of a "constant crushing 
pain" in the sacral region, dating from her last menstrual 
period, four weeks before admission, and of premenstrual 
dysmenorrhcea of eight years' duration, referred chiefly to 
the left iliac region and over the sacrum. The menstrual 
discharge was profuse and clotted. During the whole of each 
intermenstrual period there was a constant copious discharge, 
which, 8LCCording to the patient, was "yellow, like matter." 
Three weeks before admission there was, soon after a per 
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vaginam examination by her medical attendant, a "gush of 
blood-stained matter." Menstruation began on the day after 
admission, and lasted till the 14th. 

On examination the uterus was found to be retroposed, but 
otherwise in normal position. There was a small submucous 
myoma in the anterior lip of the os. The sound passed 2J 
inches ; endometrium rough and tender. An elastic, extremely 
sensitive mass, of fully the size of a walnut, and surrounded 
by adhesions, was felt in the left ovarian region. In the 
pouch of Douglas there was another cystic mass of about the 
same size, but not so tender. On 20th October the uterus was 
curetted and the small myoma removed, and thereafter patient 
was kept in bed and douched twice daily. While under 
observation during the next few weeks both the cystic masses 
before described were found increasing steadily in size. By 
the end of December they were each of about the size of a 
turkey's egg, and there was still a marked degree of tenderness 
all over the pelvic region, more especially on the left side. 
Patient was weak, and complained greatly of pain in the 
sacral and left iliac regions, so much so that she could not 
remain long out of bed. 

It was decided, therefore, to perform coeliotomy. This 
was done on 6th January of this year. The cyst in the 
pouch of Douglas was first brought up, and found to be 
intraligamentous and free from adhesions. As the ovary and 
tube were normal, the cyst was simply tapped and enucleated, 
and the peritoneal edges brought together by a continuous 
catgut suture. The left appendages were then examined 
and found to be embedded in a mass of adhesions, which were 
separated with some difficulty. While doing so the cystic 
mass to the left of the uterus disappeared, and a quantity of 
dark fluid blood welled up. When the ovary was brought 
into view it was seen to be flattened out, indicating that in 
all probability the cyst which had been felt was a hsamatoma 
of the ovary. It was removed along with the tube of the 
same side. 

Patient made a good recovery. Temperature did not rise 
above 100°. She menstruated from 7th to 9th of February ; 
not profuse, no clots, and scarcely any pain. She was dis- 
missed on 15th February. 

Case II. — Miss H., aged 27, was admitted to the Samaritan 
Hospital on 8th October, 1896, complaining of headache, 
palpitation, and insomnia, and of severe pain in the sacral and 
left iliac regions, of three years* duration. This pain was 
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constant, but was intensified on exertion as well as by 
menstruation. Even when lying in bed she was not free 
from it, and the only posture in which she could get comfort^ 
Able sleep was the prone position. Menstruation was regular 
but somewhat profuse, and micturition was very frequent, 
two-hourly during the day and about four times every night. 
There was also constipation and straining while at stool. 

There is no history of gonorrhoea, nor of childbirth, 
- For the last three years patient has been under the care of 
several medical men, who have treated her with pessaries. 

. On examination the uterus was found somewhat enlarged, 
markedly retroverted and retroflexed, and displaced slightly 
to the left side, the fundus to a greater degree than the 
cervix. There was considerable erosion of the os. Lying 
above and in front of the uterus, a soft, fluctuant, circum- 
scribed mass of the size of a cocoanut was made out bimanually 
stretching across the upper segment of the pelvis. In front, 
as the patient lay on her back, it extended to within an inch 
of the pubis; behind it was in contact with but not intimately 
adherent to the uterus ; on the right side it reached to within 
a finger's breadth of the pelvic wall, while on the left side the 
space between it and the lateral pelvic wall was about an 
inch. Behind the left portion of this cyst and beside the 
uterus there was a tense, elastic, and tender mass of fully the 
size of a pigeon's egg, from which to the cornu of the uterus 
a firm cord could be felt. Repeated examinations failed to 
make out the right ovary. 

On 2nd November coeliotomy was performed. The larger 
tumour WELS found to be a parovarian cyst of the right broad 
ligament with the ovary flattened out on its wall. It was 
tapped, and as the Fallopian tube coursing over it was 
thickened, a chain ligature was applied and the cyst with 
tube and ovary removed. The smaller mass, consisting of 
the left appendages matted together and containing a small 
quantity of thick pus, was also removed. A few adhesions 
on the right side and a considerable number on the left side 
had to be broken down. 

The patient made a good recovery, and was dismissed on 
27th November. 

Case III. — Mrs. C, aet. 29. On the 25th of September I 
was asked down to a small Ayrshire town to see a few 
gynaecological cases. One of them was Mrs. C. Her obstetric 
history is rather interesting. Married six years ago, she gave 
birth to her first child within a year, and to her only other 
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four years thereafter. At her first confinement instruments 
were used. Both cervix and perineum were lacerated, but no 
sutures were inserted. 

When she fell in the family way the second time she had a 
severe attack of influenza, and, on rising, found her " womb 
W6LS coming down," as she expressed it. On the advice of her 
doctor she called on Dr. W. L. Reid, who wrote to the medical 
man informing him of the condition of the cervix. 

The second confinement came on in due course ; the head 
was found to be presenting, but the first stage was unduly 
delayed, and the doctor was forced at length to dilate the os 
with his fingers. After working away for a long time he had 
to confess himself beaten, and sent for a brother prcwjtitioner 
to help him. The latter examined carefully, diagnosed that 
labour had advanced to the second stage and that the breech 
was presenting, delivered the child, and found that its perineum 
had been torn right through from the vagina to the rectum. 
He stitched it, and fortunately union was secured by first 
intention. He did not inform the mother nor the other 
relatives of the true origin of the injury to the child. After 
this confinement Mrs. C.'s menstruation was frequent and 
profuse, the uterus prolapsed slightly, and she was troubled 
with considerable leucorrhoea and constipation. Latterly she 
stated that after a motion she always felt as if she had not 
had complete relief. She also complained of a bearing-down 
feeling, but she had no pain, and micturition was normal. 

On examining her I found the perineum torn half-way back, 
the vaginal walls lax, the cervix very large and presenting a 
deep stellate laceration, and the uterus slightly lower in the 
pelvis than normal and somewhat anteposed, but otherwise 
normal in position. Behind the uterus there was a tense 
elastic mass, of the size of a cocoanut, reaching from side to 
side of the pelvis. 

On 8th October she was admitted to the Sandyford Nursing 
Home. On 10th October, assisted by Dr. Russell and Dr. 
M'Bryde, I curetted the uterus, and amputated the cervix by 
the Simon-Markwald method, and then made a transverse 
incision in the posterior fornix into the pouch of Douglas, so 
exposing the cyst. This was punctured, brought down by 
means of forceps, and, as the pedicle was very thin, a figure of 
8 ligature was applied, and the cyst removed together with the 
tube anci ovary. A couple of catgut sutures were inserted at 
either end of the incision and a narrow strip of iodoform gauze 
inserted. I finally performed Lawson Tait's operation on the 
perineum, using the continuous catgut suture in layers. The 
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gauze was removed on the third day. The wounds healed 
by first intention, and patient returned home on the 3rd 
November. 

I saw Mrs. C. on 6th March. She looked and felt well; 
menstruation has been normal, and uterus is in normal position 
and freely movable. 

As there are so many items on the billet, I shall touch on 
only one point out of the many raised by a consideration of 
these three cases — viz., the subject of vaginal coeliotomy. My 
experience in this respect is limited, but such as I have had 
has led me of late always to take the matter into considera- 
tion whenever I have to perform a gynascological operation 
involving coeliotomy. 

There is no doubt that the after-treatment is simpler, as 
there is less disturbance than by ordinary cceliotomy; and 
there being no risk of hernia, the patient need not remain so 
long in bed, nor does she require afterwards to wear an 
abdominal belt. There is no exposure, handling, nor displace- 
ment of the bowels, except of course there be adhesions to 
these parts. Also, as exemplified in the last of the three 
cases which I have described, other vaginal operations which 
may be necessary can be performed at the same time. 

As regards the respective merits of anterior and posterior 
colpotomy, it is my opinion that there is a place for both. 
By the anterior route the uterus can be safely anteverted 
through the vaginal opening, and so allow the enucleation of 
fibro-myomata from any part of it, whereas in the posterior 
operation it cannot be retroflexed through the opening in 
Douglas* pouch owing to the risk of injury to the bladder. 
In cases of retroversion, also, the corpus uteri can be fixed to 
the vagina anteriorly at the end of the operation. 

On the other hand, in posterior colpotomy, as Boisleux and 
Mackinrodt hold, drainage is secured in the best situation 
should such be necessary, and neither the opening into the 
peritoneal cavity nor its subsequent closure is so complicated 
as when the anterior route is chosen. In certain cases, 
however, I hold that posterior is to be preferred to anterior 
colpotomy. In the case just described it was surprising how 
easily the cyst was brought down and removed. Neither in 
this case nor in others in which I have performed posterior 
colpotomy has there resulted any posterior perimetritis, with 
all the evils attendant thereon hinted at by DUhrssen. 

Prof, Murdoch Gamerorij referring to the small size of one 
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of the cysts removed, said that it was doubtful if it was 
advisable always to operate when a small pelvic tumour was 
discovered. In his experience such cysts sometimes dis- 
appeared, and he mentioned a case of a larger tumour that 
was now under his observation, and was getting less. A 
great many of these broad ligament cysts did well with 
puncture. He had had many of such cases, some of which he 
knew to be doing well after two or three years. 

Dr. Edgar, in reply, said that the cyst had shrunk greatly 
since the operation, but that he operated not on account of 
the presence of the tumour but because of the condition of 
the patient. He listened with interest to the remarks on 
puncture ; but he considered vaginal puncture a hap-hazard 
method, and would prefer coeliotomy and then puncture. 



IV. — A CASE OF DERMOID CYST OF BOTH OVARIES, THE LARGER 
STRANGULATED OWING TO TORSION OF ITS PEDICLE, THE 
SMALLER SIMULATING A SACTOSALPINX IN SHAPE. 

Bt Dr. Edgar. 

Mrs. K., 8Bt. 29, was seen by me on 14th December, 1896, in 
consultation with Dr. Stevenson, of Motherwell. She was 
admitted into the Samaritan Hospital on 17th December. At 
that time the following particulars were noted: — Married 
seven years; four children, last thirteen months ago, still 
nursing. After her last confinement the swelling of the 
abdomen did not diminish as much as usual. She made a 
good recovery, and was up on the fourth day. Up till June 
patient thinks the swelling did not increase, but since then it 
has steadily grown. 

Menstruation was re-established last June, and has been 
accompanied with severe pain, so severe indeed that on two 
occasions she has had to call in her medical attendant. There 
had never previously been any dysmenorrhoea. 

For the last eight days there has been constant severe pain 
and tenderness in the umbilical and right iliac regions. 

Patient's general health has failed greatly during the last 
six months. At present her face is thin and anaemic, eyes 
hollow, pupils dilated, and expression anxious. Micturition 
and defsecation are normal. 

On examination the abdomen is found to be very tender, 
and is occupied by a smooth, tense, rounded mass, reaching from 
the pelvic brim up to an inch above the umbilicus, which is 
prominent and extending on the right side to the anterior iliac 
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spine, on the left side to 2 inches within the left iliac spine. 
Owing to the tenderness the question as to the mobility of 
the mass cannot be properly ascertained. Fluctuation, however, 
can be made out. 

The uterus is slightly retroverted and distinctly lateroverted 
to the right. The cervix is lacerated bilaterally, and there are 
both erosion and ectropion. To the left of the uterus an 
apparently coiled, sausage-shaped, tense, and slightly tender 
mass can be felt. 

Coeliotomy was performed on the 22nd of December, 1896. 
The peritoneum was greatly thickened and was adherent to 
the anterior surface of the underlying cyst. On piercing the 
cyst dark-red fluid came away. The omentum, small intestine, 
and cdBCum were found adherent to the pedicle and lower 
surface of the tumour. On turning the cyst out of the 
abdominal cavity it was found to have rotated twice completely 
(four half-turns) from right to left, and was in consequence 
quite strangulated. The surface was mottled, fully half of it 
being perfectly black. The wall was a third of a centimetre 
in thickness, except where here and there large patches of 
extravasated blood had separated its layers. The contents 
consisted, with the addition of the blood-stained fluid already 
mentioned, of a soft pultaceous mass, and fully a hundred 
small globular masses of sebaceous material of the size of hazel- 
nuts and each containing a short fine hair. The layers of the 
mesosalpinx were completely opened but. The portion of the 
Fallopian tube removed with the cyst was 11 cm. in length and 
1*4 cm. in thickness. 

The smaller mass was next removed, and found to consist of 
a small multilocular cyst of the left ovary of a peculiar retort 
shape. It was smooth, irregularly lobulated, and of a pearly 
lustre. The inner cylindrical portion measured 3 cm. by 1*6 
cm. ; the outer bulbous portion measured 4 cm. in length, 4 cm. 
vertically, and 3 cm. from before backwards. On opening the 
cyst some of the loculi were found to be filled with clear 
gelatinous material, some with sebaceous matter, and one with 
hair. A microscopic section shows epidermis, hair, adipose 
tissue, and cartilage. 

The portion of the Fallopian tube removed with the cyst was 
apparently healthy, and the mesosalpinx w^as not encroached 
upon. 

Patient made a good recovery, and was dismissed on 9th 
February. 

Frof, Murdoch Cameron said that Dr. Edgar's case was 
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specially interesting to him, as he (Dr. Cameron) had recently 
shown to the Society two ovarian dermoids removed from the 
same patient, and also two wax models showing the condition 
of the specimens when fresh, as one of these also had become 
strangulated. 

Dr, Balfour Marshall asked if there was only one cyst with 
hair, as one of the tumours was described as being multilocular, 
while true dermoids, of course, were unilocular. 



V. — VESICAL CALCULUS AFTER CESAREAN SECTION. 

By Dr. A. W. Eussell. 

The occurrence of vesical calculus after CsBsarean section, 
owing to wandering of a suture, has been already demonstrated 
to the Society by Prof. Murdoch Cameron, but it seemed to Dr. 
Edgar, Dr. Bell Todd, and myself that a second instance which 
had come under our observation and treatment deserved to be 
recorded. As the first case had been under my care at the 
Western Infirmary Dispensary before being sent to Professor 
Cameron, I undertook to bring the present case under the notice 
of the Society and show the specimens. Mrs. B., set. 27, came to 
the Dispensary of the Samaritan Hospital on 30th April, 1896, 
complaining of excessive, frequent, and irregular menstruation. 
Admission into the hospital was proposed, and in the mean- 
time ergot was ordered. She did not continue the treatment, 
and only returned to the dispensary on 6th August, when it 
was found she had not improved. Her menstrual history 
showed that menstruation began at 12^ years of age, and was 
regular in every way up to the time of marriage five and a 
half years ago. Her first pregnancy was terminated at full 
time by Caesarean section in the Maternity Hospital on 15th 
March, 1892, Professor Cameron being the operator. In 
passing, it is interesting to note that menstruation was never 
regular after this operation. While her child was at the 
breast she had a hasmorrhage at six months. This recurred 
three weeks later and lasted for a fortnight. She became 
subject to these haemorrhages, and on this account saw 
Professor Cameron eighteen months after her operation. He 
prescribed, but she did not improve, nor was she relieved by 
any other treatment tried during the following two years or 
more. A year ago she was under treatment for a severe 
'' sickening " pain in the left side. She always had a similar 
but less severe pain with the hddmorrhage. Micturition after 
the operation was usually more frequent than formerly, 



22 REPORTS OF MEETINGS. 

sometimes as often as three times daring the night, and there 
was a little pain before the act, but she had not complained 
specially of any urinary symptoms until the end of December, 
1896, when micturition became still more frequent, and blood 
was seen in it, and there was a thick sediment. By this time 
she had applied for admission into the hospital, but in the 
meantime Dr. Bell Todd was called, and prescribed for relief 
of the urinary symptoms. A week later, during micturition, 
a hard pointed substance, which she thought she had felt for 
several days, presented at the urethral meatus. She consulted 
Dr. Illingworth in this emergency, and he, finding this body 
was the tip of a calculus, endeavoured to remove it, but it 
broke across about three quarters of an inch up the canal. 
She was afterwards admitted into the Samaritan Hospital 
under Dr. Edgar's care, and, under chloroform, the urethra was 
dilated, the rest of the calculous formation, the greater part of 
which was adherent to the posterior wall of the bladder, was 
removed. The uterus was at the same time curetted. The 
calculus consisted mostly of soft phosphatic concretion, which 
crumbled away very readily during removal, but several harder 
fragments were obtained that had as their nucleus a piece of 
twisted silk suture, and two of them had formed round a knot. 
The treatment was continued by antiseptic douching of the 
bladder, and before the patient left the hospital a cystoscopic 
examination by Dr. J. H. NicoU proved that though the 
posterior wall had not completely healed up there was no 
more calculus. 

Prof. Mwrdoch Caynercni reminded the Society of the details 
of the case he had previously reported {vide Glaagoiu Medical 
Jouroial), The incision at the time of the CsBsarean section 
had been carefully limited to the uterine wall, but the lower 
stitches had doubtless been inserted deeply into the tissue 
between the uterus and the bladder, and they must have 
wandered gradually in the direction of the bladder. 

Dr. Bell Todd corroborated the details of the case as given 
by Dr. Russell. 

Dr. Balfour Marshall referred to three cases where silk 
sutures had passed into the bladder after vaginal fixation. 

Dr. Oliphant gave up using silk in CaBsarean section, and he 
thought Dr. Cameron had used catgut for a while. Was this 
owing to dissatisfaction with the silk ? 

Dr. Cameron, in reply to Dr. Oliphant, said that he had had 
ten cases of Caesarean section without a death, in all of which 
he had used silk. 
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VI. — A CASE OF PQERPERAL TOXEMIA IN WHICH THE 
ANTISTREPTOCOCCIC SERUM WAS USED. 

By Dr. A. W. Eussbll. 

The special interest of the following case lies in the fact 
that marked symptoms of mental derangement developed, and 
that the use of the antistreptococcic serum was followed by 
rapid improvement in these as well as all the other symptoms, 
and ultimate complete recovery resulted. 

Mrs. C, aBt. 28, a primipara, of healthy constitution and 
average physical development, but of nervous temperament. 
The labour w€is practically normal, but there was pretty 
severe haemorrhage during the expulsion of the placenta, as 
at one part it seemed to be detached with difficulty. The 
placenta was inspected, and both it and the membranes were 
found to have been completely removed. Instruments were 
not used, nor was there any vaginal examination without 
thorough washing of the hand and immersing it in a strong 
solution of corrosive sublimate, with which also the external 
parts and vulvar surfaces were frequently sponged by means of 
wool pads. No vaginal douche was given. There was a slight 
superficial laceration of the perineum, but this quickly healed up. 

A full teaspoonf ul of the liquid extract of ergot was given 
after the expulsion of the placenta. The temperature 
remained normal on the second day, but she complained of 
pain in the left side, to which hot plates were applied by the 
nurse. Several clots were passed. It was noted that the patient 
had never rallied, but looked depressed, and was unduly 
emotional when the child was put to the breast and irritable 
when it cried. On the third day the napkin was reported to 
have an odour, and the temperature had risen to 100'6°* 
Castor oil and an antiseptic vaginal douche were ordered. 
Quinine was also given. On the fourth day the temperature was 
over 102°, and I douched both the vagina and the uterus with 
the usual precautions. Vaginal examination gave no clue to 
the site or source of the infection. The evening temperature 
was 103°, but on the following morning it was reported to be 
under 100°, and the patient improving. Dr. Dickson saw the 
patient for me on the fifth and sixth days. On the fifth he 
found the temperature to be about 103°, but on the sixth she 
seemed to be improving. Later on, however, an urgent 
message came to him, and he found her greatly excited and 
striking about her. She refused either food or medicine. An 
enema of bromide was given. 
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On the seventh day the temperatures were 103'4° and 104**, 
but she was now rational though depressed, and she took 
nourishment and stimulant given. Quinine wcus continued. 
On the eighth and ninth days the temperature was lower but 
still over 100°. On the tenth day it rose to 103°, and phenaeetin 
was given as it did not fall on the eleventh day. The pulse 
all this time was regular and never over 100. About the end 
of the thirteenth day she fell into a low condition of religious 
melancholy, refusing all forms of nourishment or treatment. 
The temperature averaged 103°, and the pulse was over 120. 
The question of serum treatment was now (the fourteenth day) 
raised, and, after consultation with Dr. W. L. Beid, 5 ex. 
of Marmorek's antistreptococcic serum were injected and 
sulphonal (15 grs.) was given. There was little influence on 
the temperature, but patient was a little brighter on the 
fifteenth day, when 5 c.c. were again injected. On the 
sixteenth and seventeenth days 10 c.c. were injected at a time, 
and the temperature gradually fell. On the eighteenth day 
the temperature was 99*2°, but on the nineteenth day it again 
rose to 104}°, and another injection of 10 c.c. was given. On 
the twentieth day the temperature was 101°, and 10 c.c. were 
again injected. On the twenty-first day the temperature was 
normal, and convalescence was afterwards uninterrupted, 
although for some time she was liable to nervous depression. 
Careful vaginal examination about two months later showed 
that the parts were again normal, except for a moderate 
laceration of the cervix on the left side. 

Dr. J. Coulson Howie referred to the precautions taken in 
the Rotunda Hospital for the prevention of sepsis. 

Prof, Murdoch Cameron suggested that the effect of the 
ergot might have been by uterine contraction to retain clot, 
which would be a good medium for the growth of septic 
organisms. It was possible, also, that the patient might have 
recovered without this treatment. He thought that in such 
cases the uterus should be carefully curetted, as it was not 
possible otherwise to say that every fragment of placenta or 
membrane had been removed. 

Dr. Edgar related a case which he had seen in consultation. 
The patient was a primipara, aet. 40, and the birth was pre- 
mature at about seven and a half months. There had been 
accidental haemorrhage. Delivery was normal, neither cervix 
nor perineum being lacerated, and the placenta and mem- 
branes being entire. On the third day there was slight 
pyrexia, and an intra-uterine antiseptic douche was given. 
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On the sixth day the temperature was, morning 102 "4®, 
evening 103'1°, and pulse 160. He was called in on this 
day, and found a small submucous myoma with particles 
of placenta adherent to it. There was slight foetor. The 
uterus was curetted, douched, and packed with iodoform 
gauze. On the seventh day the temperature was normal 
in the morning and early evening, but at 9 P.M. there 
was a severe rigor, and the temperature rose to 103° ; 
at midnight it was 104*2°, and pulse wa,s 160. Antipyrin 
and quinine were given without effect. On the eighth 
day the temperature at 2 A.M. was 104-6°; 10 c.c. of the 
serum were injected at 2 A.M., and by 4 A.M. it had fallen to 
99*8°, and the patient soon fell asleep. By 11 a.m. it had 
risen to 103°, and another injection of 10 c.c. was given. At 
4*10 P.M., the temperature being 102°, a third injection was 
given, and a fourth at 9*50 p.m. About midnight the tem- 
perature was 100°, and on the following morning (eighth day) 
it was practically normal. On this and the ninth day the 
temperature varied between 99° and 100°, but on the tenth 
day the evening temperature was 103*6°, and pulse 140. 
Vaginal examination now showed an exudation to the right 
of and behind the uterus. Another injection was given at 
11*35 P.M., and at 8*15 A.M. of the tenth day the temperature 
was 99.8°. The sixth injection was now given, and the tem- 
perature remained at normal till late in the evening, when it 
rose to 103*8°, and the seventh and last injection was given, 
the temperature by the following morning falling to and 
remaining afterwards practically at normal. The fall of 
temperature in this case and the improvement of the pulse 
were very remarkable, but even more striking was the sense 
of relief experienced and expressed by the patient. The serum 
was injected into the back between the scapula and the spine, 
and no trouble whatever had resulted. 

Dr. Jenkins said that no note was given regarding the 
condition of the bowels, and suggested a possible explanation 
of the improvement in the condition by a purulent collection 
in the pelvis being discharged through the bowel. 

Dr. Balfour Ma/rshall asked as to the extent of the local 
treatment. 

Dr. Rvsaell replied that the bowels had at no time given 
trouble, and that the evacuations had been watched. With 
regard to local treatment, the vaginal douche had been used 
regularly after the temperature rose, and an intra-uterine ' 
douche was given in the first week, but after beginning the 
serum treatment all other treatment was suspended. 
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Meeting VII. — 24th March, 1897. 



The President, Db. Malcolm Black, in the Chair. 

New FeUowa. — Drs. J. Cockburn Syson, James Rutherford, 
J. G. Gray, R. H. Parry, J. Munro Campbell, J. Thomson West, 
were elected Fellows of the Society. 

Pvihlication of the Society* s Transactions, — Rules for 
regulating the publication of the Society's Transactions were 
parsed. 

L — HYDROSALPINX. 
By Dr. T. W. Jenkins. 

This very typical example of hydrosalpinx— it is from the 
right side— was obtained in the course of an operation for the 
removal of an intra-ligamentary ovarian cyst on the opposite 
side. The sac when found was quite flaccid, and lay perfectly 
free at the bottom of Douglas* pouch. 

The subject of this case was a married woman, 80 years 
of age, who came to the Victoria Infirmary Dispensary in 
December of last year, complaining of severe pain in the left 
iliac region of a year's duration, and of frequent profuse 
haemorrhage in the preceding three months. Micturition also 
was frequent and painful. 

I found the uterus displaced laterally to the right of the 
middle line, and the left half of the pelvis occupied by a 
tumour which extended from the roof of the vagina into the 
iliac fossa, and on the median aspect was in contact with the 
left margin of the uterus from cervix to fundus. The tumour, 
further, was non-fluctuant, painful on pressure, and immovable. 

Diagnosis. — Cystoma ovarii sinist. intra-ligamentare. 

On the 30th October I opened the abdomen and removed 
the adnexsB on both sides. The cyst was multilocular, hence 
not parovarian. 

The patient made a good recovery, and is now in perfect 
health. 

II. — OOPHORO-SALPINGITIS BILATERALIS — HYDROSALPINX — 

PERISALPINGITIS. 

Br Dr. T. W. Jenkins. 

The subject of the second case was a patient of Dr. William 
McMillan's, and had long sufiered from dysmenorrhoea and 
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pelvic pain. Examining in anaesthesia we found the left 
appendage to form an immovable fairly-cystic mass, the 
outer end in contact with the pelvic wall. The right adnexae 
were not directly accessible to palpation. 

Operation being indicated, and the vaginal route considered 
and rejected — the patient was a nullipara — I opened the 
abdomen on 10th March and removed the appendages on both 
sides (permission having been obtained for this eventuality). 

The condition of the parts was as follows: — Right tube: 
isthmus and ampulla slightly thickened; abdominal end closed 
and blown out into form of three thin- walled cysts ; hydro- 
salpinx. Right ovary : not much enlarged, but greater part 
occupied by a cyst full of blood-stained serum. Adhesions 
between tube, cysts, and ovary; perisalpingitis, perioophoritis. 
Left adnexae were difficult to free. Proximal part of tube 
not much thickened, but adherent to ovary. Ligamentum 
infundibile pelvicum firmly adherent to sigmoid flexure. 
Ovary embedded in adhesions ; its greater part occupied by a 
cyst like that on opposite side. Douglas' pouch traversed by 
thin adhesions extending from uterus to adnexae on both 
sides, and to bowel on left. 

The abdominal wound closed in three stages. The operation, 
which lasted three quarters of an hour, was greatly facilitated 
by previous distension of the rectum (the ordinary rectal bag 
being used) and consequent elevation of the pelvic organs. 

The patient made an uninterrupted recovery. 



III. — A CASE OF RUPTURE OF THE UTERUS. 
By Dr. Malcolm Black. 

A. R., aged 28, primipara, was admitted to the Glasgow 
Maternity Hospital on the evening of 8th February, on account 
of contracted pelvis, and was then supposed to be at the end 
of the eighth or entering the ninth month of pregnancy. 
Examined under chloroform the diagonal conjugate was deter- 
mined to be slightly under 4 in. ; the true conjugate was 
therefore estimated as at least 8 in., if not more. Patient had 
old hip-joint disease with anchylosis of left hip-joint, limb in 
position of flexion. 

Labour was induced by bougie and Barnes' bags, and came 
on rather tardily. On the morning of the 13th February, 
the 08 being well dilated, our resident applied Simpson's axis 
traction forceps, but after steady traction for sonje time the 
head showed no tendency to enter the pelvis. He then 
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summoned me to the hospital. My first instinct was to 
perforate, but finding the child's heart was beating strongly, 
and believing that I had at least a 3 in. true conjugate to deal 
with, I was loth to do so without giving the baby another 
chance, so I decided to try Professor Cameron's antero-posterior 
compression forceps, and with these, making considerable 
compression, the head began to descend and the child was 
extracted, when it was found to be dead, its skull being 
crushed. Child weighed 7J lb. 

The uterus contracted well on the placenta, which, however, 
showed no sign of leaving the uterus, till in about an hour 
it gradually came down a bit and was then expressed. The 
patient, who seemed in fairly good condition after the birth 
of the child, now became a little collapsed. A hot douche 
was given. The nozzle went into the uterus easily, and on 
pushing it slightly to the left of the fundus it evidently 
passed into the abdominal cavity, and there was no return 
of the fluid (1 in 120 carbolic solution). The nozzle was 
immediately disconnected, and the fluid drained away. The 
patient now became rapidly collapsed, and death took place 
shortly after, all eflForts to revive her with stimulants having 
failed. 

At the poat'Trhortem examination a transverse rent, 2 in. 
long, was found on the posterior wall of the uterus, just 
opposite the promontory of the sacrum. The pelvis presented 
a marked deformity, with great prominence of the sacrum and 
compression inwards of the left side. The antero-posterior 
diameter of the brim (true conjugate) measured 2f in., the 
right oblique 4J in., the left 4J in., and the transverse 4f in. 

Dr. Samuel Sloan asked whether there had been any 
attempt at turning, how the rupture was accounted for, when 
the placenta came away, and how long it was after this till 
the symptoms of shock were observed. 

Dr. Robert JardiTie said he had not been present at this 
case. He found it very difficult to explain the fatality, as the 
post'Tnortem showed that there had been no hsBmorrhage into 
the peritoneal cavity, and there was little or no free fluid of 
any kind in it, although it seemed that the patient collapsed 
immediately after the injection of the solution. 

Dr, Samuel Sloan said he had never felt sure that pressure 
on the promontory was sufficient to cause rupture. With 
regard to the axis traction forceps, he thought it was liable 
to become too much of a machine, and there was too little of 
the human hand. 
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Dr. Pollock said that death was evidently due to shock. 
Judging from the dimensions of the pelvis and the difficulty 
of the case, he thought it was possibly one where early 
turning before rupture of the membranes would have been 
beneficial. 

Dr. Oliphant referred to a case seen by Dr. Sloan and 
himself, where there was no previous instrumental inter- 
ference, and yet rupture had taken place; and he remembered 
a case of his own, where there was a hole in the cervix, 
although nothing had been done. There were cases on record 
where hot water was believed to have caused shock. 

Dr. Black, in reply, said that as regards the mechanism of 
the rupture he had seen a similar rent, but not extending 
through the whole uterine wall, and he believed this to be 
due to pressure. At the same time, as was well shown by the 
C€tst of deep depression of a child's cranium which he exhibited 
to the Society, the uterus could bear a very great amount of 
pressure. As to early turning, the membranes had already 
been ruptured, so the choice lay between craniotomy and 
antero-posterior compression. 



IV. — SPECIMENS. 
Br Dr. Egbert Jardine. 

1. Dr. Jardine showed a photograph of a child, eight days 
old, with a considerable depression of the left temple caused 
by the pressure of the promontory. The diagonal conjugate 
had been 3| inches. The cord had prolapsed. He applied 
Milne Murray's new form of axis traction, with the traction 
bar set slightly under 3 inches. Delivery was effected very 
quickly in the ordinary obstetrical position. The depressed 
bone had risen slightly. 

2. He also showed a ruptured uterus. The patient was an 
8-para. She had a slightly contracted pelvis. Most of her 
former labours had been instrumental, but one child had been 
bom at full time naturally. The labour had lasted two and a 
half days. Before admission to the hospital two medical 
men had attempted to deliver with forceps, but had failed. 
They had then tried to turn, with disastrous results. Dr. 
Jardine found one foot in the vagina and the other entering 
the brim. The placenta was lying loose, and on removing it 
he found a large rent in the left side of the uterus, extending 
obliquely through the cervix and upper part of the vagina. 
The body of the child was in the abdomen. The uterus was 
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firmly contracted. He delivered through the passages, per- 
forating the after-coming head. The patient did not seem 
any more collapsed after delivery. Dr. M. Cameron saw her 
in consultation, and they decided to extirpate the uterus. 
The abdomen contained a large amount of clot. The uterus 
was amputated at the isthmus and the cervix dissected out. 
The vaginal vault was closed by interrupted sutures. The 
operation took an hour and a half. The patient died from 
shock about ten hours later. The uterus was shown and also 
the vagina, which had been removed post-morteTn, 

3. He also showed a six months' pregnant uterus with the 
foetus in situ. The patient, a primipara, had been admitted 
in a comatose condition, suffering from eclampsia. She had 
had eight fits before and took four more after admission. 
Labour had begun in the morning, but the os would only 
admit one finger. Her pulse was very weak. He tried a 
saline injection into the areolar tissue of the right axilla, and 
the pulse had improved considerably. The membranes were 
ruptured, and dilatation attempted, and incisions made through 
the cervix, but without avail. She died four hours after 
admission. Her urine was loaded with blood. The liver was 
found to be in a condition somewhat like commencing yellow 
atrophy, but a full report will be given subsequently. Dr. 
Jardine remarked that since 1st March he had had three cases 
of eclampsia under his care in the Maternity Hospital. The 
other two had recovered. 

4. He also showed a puerperal uterus from a case of 
persistent vomiting. The patient had been admitted from the 
country, about seven months pregnant, with a history of severe 
vomiting of large quantities of coffee-ground material. The 
foetus was dead. It was expelled in the membranes the day 
after admission without the patient being aware she was in 
labour until the last two pains. She never vomited after 
admission, and in spite of vigorous stimulation and feeding she 
gradually sank, and died on the fourth day. There was an 
ante-mortem clot in the heart and some ha3morrkttdc points 
were seen in the stomach. ^ 

Dr, Samuel Sloan asked if in the case of eclampsia there 
was any evidence of internal haemorrhage. 

Dr. Black replied that there was not. There was a dark 
fluid in the stomach, but she had bitten her tongue and there 
was bleeding at the mouth. The cause of death was not 
cleared up by post-mortem examination. 

Dr, Munro Kerr asked if in the case of vomiting there was 
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any history of alcoholism. In such a case reported, and also 
in one of his cases, the vomiting had ceased, but the patient 
had not recovered. 

Dr, Jardine, in reply, stated that there was nothing 
remarkable about the placenta. There were no infarcts. 

Dr, Pollok had had fortunate results in eclampsia. He did 
not wait to dilate with Barnes* bags. It was usually easy to 
dilate with the hand. 

Dr, Oliphant pointed out that the os was not always 
so easy to dilate, and that sometimes the os was practically 
undilatable. He thought that saline injections might prove 
to be useful. 

Dr. Balfour Marshall referred to an experience he had had 
in consultation with a doctor in the country, when Champetier 
de Bibes' bag had given way in his hands although carefully 
used. 

Dr, MaZcolm.Black favoured dilatation with the fingers, but 
pointed out that now and then a case was met with where 
dilatation was difficult, and it had been his experience that 
where dilatation was difficult with the finger it was not easy 
with the bags. In most eclamptic cases ,he had turned. 



V. — THE RETfiACTION RING AS A CAUSE OF OBSTRUCTION IN 

LABOUR IN BREECH CASES. 

By Dr. Egbert Jardine. 

Patient was 39 years of age, 11 -para. Her former labours 
had been easy, except the last one three years ago, when I 
had delivered her with forceps of a very large child. The 
membranes ruptured in the morning, but the pains did not 
come on until 2 P.M. By 9 p.m. the breech had descended 
into the cavity, and the pains were very strong. As there 
was no advance, the nurse whose case it was sent for me 
at 10 P.M. I found the breech low down L.S.A. The uterus 
was firmly moulded round the body, and the contractions were 
very strong ; but no advance was being made. 

The patient was put deeply under chloroform, as I wished 
to find out the cause of the obstruction before delivering in 
the usual way by means of traction on the groin. On passing 
my hand in I found, as I expected, the legs extended. The 
retraction ring was very distinct, forming a distinct shelf or 
ledge round the interior, and the feet were hooked above it. 
The cause of the arrest was perfectly plain, as no descent 
could take place so long as the feet remained above the ring. 
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The uterus was so closely moulded to the body of the child 
that I had some difficulty in unhitching the feet and drawing 
one of the legs down. The body was easily drawn down; 
but, in spite of firm suprapubic pressure, one of the arms 
passed up. The elbow, I suspect, was caught by the ring. 
When it was freed delivery was easily accomplished. The 
child, a large male, was alive. The mother 'made a good 
recovery, getting up contrary to all orders on the second day. 

It has been pointed out by Dr. Helme that, in transverse 
cases where the uterus is firmly contracted round the child, 
the shoulder may be caught under the retraction ring. In 
doing version in such a case the shoulder must be freed before 
the body will turn. In my case the feet were hilched above 
and not under the ring. 

In several breech cases with the legs extended I have 
experienced considerable difficulty in delivering by means of 
traction on the groin, and have always been puzzled to 
account for this. In one case I broke a femur while making 
traction with a handkerchief. I think it is very probable 
that the feet were caught in the same way. Early rupture of 
the membranes allows of the liquor amnii thoroughly draining 
away, and the uterus becoming closely applied to the body. 
As descent begins, the feet are apt to be caught and the legs 
become extended. So long as the feet are above the ring no 
further descent can take place unless considerable traction is 
applied. 

It seems to me that this action of the retraction ring 
explains the delay in breech cases where the legs are extended. 
If any Fellow has a better explanation I trust he will bring 
it forward to-night, 

Dr, Samuel Sloan said that traction had not been successful 
in his experience. He would give opium or a hypodermic 
injection of morphia to secure relaxation, and apply the 
forceps. 

Dr. Robert Pollok considered it a dangerous thing to wait 
for spontaneous evolution. 

Dr. Malcolm Black said that Dr. Jardine's explanation 
required consideration. He remembered a case of impacted 
breech where this did not occur. Hitching of the feet in a 
retraction ring could not be common. 

Dr. John Lindsay thought this was not an explanation 
of all cases. He could remember such a case where he 
had tried hook and fillet. He found one leg was acting 
as a " strut." 
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vi. — nature's methods of delivery in transverse 

PRESENTATIONS. 
By Dr. Egbert Jardine. 

The delivery of a live child by natural efforts in a transverse 
presentation is of sufficient rarity to warrant my placing the 
following case on record. The case occurred in the out-door 
work of the Maternity Hospital, and I am indebted to 
Dr. Carmichael for the notes. 

Mrs. E., age 27, 6-para. A student was called to the case 
about 11*30 P.M. on 21st January, 1897, and found a transverse 
presentation; with the right arm prolapsed but within the 
vagina. The pains were strong. He sent for Dr. Carmichael, 
the house-surgeon, who found the hand projecting from the 
vulva. While he was washing his hands a very strong pain 
came on, and the breech was driven down and the body born 
dorso-posterior. The prolapsed arm was seen to be partly 
retracted. The head was retained for a little under the 
pubic arch. The child was very small, and at first appeared 
to be dead, but soon cried out although left alone. 

The labour had lasted fifteen hours, and the membranes 
were said to have ruptured twelve hours before the case was 
first seen and about fourteen hours before delivery. The 
child, a male, was premature (the mother thinks by a month). 
Three days after birth it measured. 16 inches in length, and 
weighed about 4f lb. 

This was undoubtedly a case of spontaneous version. The 
descriptions of spontaneous version and spontaneous evolution 
are so mixed up in most of our text-books that it is almost 
impossible to make out which is which. Denman was the 
first to describe spontaneous version as we now know it ; but 
he gave it the name of spontaneous evolution, which name 
was afterwards given to another method of delivery by 
Dr. Douglas, of Dublin. The broad distinction between the 
two methods is this: in Denman's method of delivery the 
child turns above the brim in the uterus, while in Douglas's 
the turning occurs in the cavity of the pelvis. Spontaneous 
version occurs, then, in the uterine cavity, spontaneous evolu- 
tion in the pelvic cavity. 

In transverse presentations there are four methods of delivery 
by nature : — 

1. Spontaneous rectification.. The foetus very rarely lies 
absolutely transversely, but is usually oblique, with the head 
in one iliac fossa and the shoulder over the brim. The head 
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can be felt bulging out the side of the uterus. If the foetus is 
freely movable, as the uterus contracts the head may be pushed 
towards the axis of the brim, and thus become substituted 
for the shoulder ; in other words, rectification may occur. This 
can only occur during the first stage of labour or at the very 
beginning of the second, before the liquor amnii has drained 
away. This probably occurs more frequently than we are 
aware. If one sees a case early enough, it is worth while 
trying to assist nature in this process by pushing the shoulder 
up per vaginam and pressing the head into the brim with the 
external hand. This can only be done during the first stage 
or at the very beginning of the second. If it is not successful, 
at all events no harm will be done. 

2. Spontaneous version. This method, as I have already 
mentioned, was first described by Denman under the name of 
"spontaneous evolution." The arm may, or may not, be 
prolapsed. If it is, it will not be wholly outside the vulva, as 
it will be in spontaneous evolution. The body is still within 
the uterine cavity, the head being jammed tightly into one 
iliac fossa. The doubled up body is too large to pass the 
brim. As the uterus contracts firmly it presses on the breech, 
which is the highest portion of the foetus. The breech is the 
only part which is at all movable, and it is gradually driven 
down until it is forced through the brim and is expelled. The 
body turns as it were on its own axis. The case then finishes 
like an ordinary breech. An ordinary sized living child, or 
one very recently dead, may be expelled in this way. If it has 
been dead sufficiently long to be softened, or is a very small 
premature child, it will come through doubled up. 

Spontaneous version takes place later in labour than 
spontaneous rectification, but, like the latter, occurs in the 
uterus and not in the pelvis. It is supposed to be due to 
irregular contractions of the uterus, the firmly contracting 
portion pushing the breech down, while the relaxed portion 
allows the head to pass up. 

3. Spontaneous evolution (Douglas). This occurs in the 
pelvic cavity. The presenting shoulder is forced very low 
down and forwards under the pubic arch. The entire arm 
and shoulder can be seen, and the clavicle lies under the pubic 
symphysis. The head is above the pubes, bulging well 
forwards. As the. uterine contractions go on, the side of the 
chest is forced forwards and the ribs can be felt at the vulva. 
The clavicle is driven round the anterior part of the symphysis. 
The breech will now be in the hollow of the sacrum or coming 
through the brim. Further contractions will drive it down 
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and force it free, and the labour will finish like an ordinary 
breech. 

Spontaneous evolution then occurs in the pelvic cavity. 
The uterine contractions must be very powerful. A full time 
child may be born alive in this way if it is a small one and 
the pelvis roomy, but the great pressure the child is subjected 
to is apt to cause its death. 

4. Spontaneous expulsion. This only happens with dead 
children whose bodies have become softened. The child is 
forced through doubled up, the chest and belly coming first, 
the head and legs being expelled together last. This method 
of delivery is seen with premature dead children, and also in 
cases of neglected shoulder presentation in which there has 
been a cessation of labour. When labour recurs a day or two 
later the dead foetus will have softened sufficiently to allow 
of this. 

In this short paper I do not intend taking up the treatment 
of transverse cases. Personally I have never seen a transverse 
case finished by nature, as I have never felt justified in leav- 
ing the cases alone. I have always been fortunate enough in 
seeing them soon enough to turn. If any of the Fellows have 
had the good luck to observe such cases I trust they will give 
us their experience to-night. 



VII. — NOTES OF A FATAL CASE OF SEPTICiEMIA IN AN INFANT 

SIX DAYS OLD. 

By Dr. J. M. Munro Kerr. 

The child was born on 24th February, 1897. It presented by 
breech, was small, and not well nourished. The child lived six 
days, and was suckled by the mother. On the day after birth 
it was slightly cyanotic, and it continued so until its death. 
On 26th and 27th February it suffered greatly from diarrhoea 
and vomiting. This ceased on 28th February, when swelling 
of the feet and legs first appeared. The oedema of the feet 
and legs gradually increased and extended up to the thighs. 
The child gradually became weaker and weaker, and died on 
1st March. 

A post-mortem examination was very kindly made by 
Dr. Ferguson, assistant pathologist to the Western Infirmary. 
The following is a synopsis of his report : — Umbilicus has a 
dark gangrenous appearance, the colour fading off into the 
healthy skin of the abdomen. A small probe passes readily 
into hypogastric arteries, from which pus can be expressed. 
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On splitting up these arteries, small septic thrombi are found. 
Cover-glass preparations of pus show pure cultures of 
staphylococci. Cultures made from deeper parts of thrombi 
show bacterium coli, no staphylococci. Both lungs show 
small areas of consolidation, but especially the left. On 
microscopic examination these areas have a bronchial distri- 
bution. Cultures from scrapings from the lung show bacterium 
coli, but no other organisms. 



Meeting VIII. — 28th April, 1897. 



The President, Dr. Malcolm Black, in the Chair, 

I. — NOTES ON A CASE OF PYAEMIA TREATED BY 
ANTISTREPTOCOCCIC SERUM. 

By Dr. E. Arthur Gibson. 

As the serum treatment of septic diseases of the puerperium 
is at present on its trial, I have thought that the notes of the 
following case might be of some interest to you : — 

Mrs. L., 8Bt. 25, primipara, was delivered of a full term 
living child on 22nd January last. Her doctor, to whom I am 
indebted for the notes of the case, informed me that the 
presentation was an occipito-posterior one, and was delivered as 
such, after a tedious labour, by forceps. The perineum was 
torn and sutured. The perineum healed, except that the most 
anterior stitch cut out, and the puerperium was apyretic and 
apparently normal, the patient getting up on the tenth day. 
On 6th February — i e., fifteen days after labour — she had a 
slight rigor, and her temperature was taken by the nurse and 
found to be 102°; when the doctor arrived about an hour 
afterwards he found the temperature to be 101°. The vagina 
was douched with Condy's fluid, and the patient was given 
quinine. Next morning — i.e., the 7th February — the tem- 
perature was under 100°, and the patient seemed very well. 
However, in the evening she had another rigor, and the 
temperature rose to 105°. The next day — i, e., 8th February 
— the temperature remained at 103°, and the uterus was 
douched with 1 per cent creolin solution ; about two hours 
after this she had a most severe rigor, which lasted fully half 
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an hour, and the temperature rose to 107°. She was put in a 
cold pack, and the temperature came down to 103". On the 
evening of the 9th February the temperature was again 105°, 
and the uterus was again douched with creolin solution. This 
was followed by another very severe rigor, and the tempera- 
ture rose to 106'4°. I saw her the next morning — i.e., 10th 
February — for the first time. Her condition then was, tem- 
perature, 104 ; pulse, 130 and very soft. Perspiring freely ; 
marked anxious appearance, abdomen soft, and not at all 
tender ; the lochia were almost dried up, and not at all foetid ; 
the perineum showed a small granulating wound, apparently 
quite healthy, in the region of the fourchette. Per vaginam. 
— The cervix was split on both sides, but I did not examine 
the fornices firmly for fear of crushing the thrombosed veins, 
and so setting free fresh infection. I could make out nothing 
abnormal in the chest, and the urine was free from albumen. 

I advised that she should have injections of antistreptococcic 
serum, and at 1 P.M. on the same day 10 cc. of Marmorek's anti- 
streptococcic serum were injected, at that time the temperature 
being 104°. In two hours the temperature had fallen to 101°. 
At 9 P.M. it was 102°, when another 10 cc. of the serum were 
injected. After this she got a good sleep, which she had not 
since the second rigor, and felt much refreshed in the morning. 
Next morning — i.e., 11th February — the temperature was 
100*8°. I saw her again in the afternoon, and there was marked 
improvement in her appearance, the characteristic anxious 
look having to a great extent gone ; her pulse was 110, and not 
80 soft as the day before ; the temperature was 102°. She had 
another injection of the serum at night. Next morning — i, e., 
12th February — the temperature was under 100°,but rose in the 
evening to 101°, when another injection of serum was given. 
The next evening (13th February) the temperature was 100*4°, 
when the fifth and last injection was given. After this the 
temperature never rose to 100°, and she gradually gained 
strength, and was able to leave her bed in about three weeks. 

II. — NOTES OF A CASE OF SEPTIC INFECTION AFTER CHILD- 
BIRTH SUCCESSFULLY TREATED BY ANTISTREPTOCOCCIC 
SERUM. 

By Dr. J. Munro Campbell. 

Mrs. H., aged 24, primipara, was confined on the 3rd 
February, 1897. The labour was tedious, but natural. No 
chloroform was given, and the forceps was not used. The 
perineum was lacerated, but was not stitched. I was informed 
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by the doctor who attended in my absence that the patient 
was during the last stage very excited, and extremely exhausted 
at the termination of the labour. I saw her a day or two 
after the confinement, when she was still rather nervous, but 
doing fairly well. On the twelfth day, however, she suddenly 
became worse, and by next day her temperature was 103°; 
pulse, 145. Lochia scant and offensive, milk secretion sup- 
pressed, urine retained, tongue clean. Profuse perspirations 
were present, and the patient rapidly became delirious, and 
refused every form of nourishment. The case was clearly a 
desperate one, and after consultation with my partner, Dr. 
Ritchie, it was agreed to at once use the antistreptococcic 
serum ; 10 cc. were injected at 8 p.m. on this day. At 8 A.M. 
next day the temperature was 102° ; pulse, 130 ; patient still 
delirious and perspiring profusely ; 20 cc. of serum were now 
injected. On the evening of that day the temperature had 
fallen to 101°; pulse, 130; patient was rather more rational. 

On the 17th the morning temperature was 101*4°; pulse, 
120 ; evening temperature, 102*6° ; pulse, 140 ; 10 cc. of serum 
again injected, and this dose was repeated on the 18th and 
19th February. On these days severe diarrhoea was present, 
the stools being very offensive, and the patient passing them 
unconsciously. 

On the morning of the 21st the pulse had fallen to 112, and 
the temperature to 99°; the patient took nourishment freely, 
and was much more rational. For a fortnight after this 
date the pulse and temperature were rather above normal, but 
the progress of the patient towards recovery was practically 
uninterrupted. 

I would like to direct attention to the following points : — 

1. The serum was give early and freely ; 60 cc. were injected 
in five days. No local irritation resulted from the injections, 
which were given into the subcutaneous tissue of the abdomen 
under the very strictest antiseptic precautions. 

2. Immediate improvement was manifest after the first 
dose, the patient never relapsing into the desperate condition 
of the 15th February. Doses given in the evening were 
followed by much greater improvement than doses given in 
the morning. 

3. The other means employed included uterine douching 
with perchloride of mercury (1 in 4000), twice daily ; vaginal 
douche of carbolic (1 in 80), every four hours. Iron and 
quinine were the chief internal remedies used. 

4. Except that the perineal laceration was found on the 
15th to be foul and covered with pus, and that some tender* 



REPORTS OF MEETINGS. 39 

ness was complained of over the uterus, there was nothing to 
indicate that local mischief might account for the temperature 
and other symptoms. Unfortunately, bacteriological examina- 
tion was omitted, the case being a very anxious one, and 
apparently a very clear one of puerperal septicaemia. 

In the discussion it was pointed out that in the last- 
mentioned case the result could not be ascribed for a certainty 
to the action of the serum, as intra-uterine douches had been 
used, and quinine and iron had been given. 

III. — ^A SERIES OF CASES OF ECTOPIC PREGNANCIES, WITH 
REMARKS ON DIAGNOSIS AND TREATMENT. 

Bt Dr. John Edoar. 
Dr. Edgar's paper will be found in Appendix, p. 46. 



Meeting IX.— 26th May, 1897. 



The President, Dr. Malcolm Black, in the Chair. 

I. — SPECIMEN. 

Dr. Oliphant showed a large fibrous tumour which had 
been removed by Dr. Dalziel from the vulva of a patient 
aged 50. It occupied the left labium far back, and had been 
growing for ten years. It was encapsuled, and was easily 
shelled out. A microscopical section was also shown. 

II. — ^A NEW FORM OF CEPHALOTRIBE. 
Bt Professor Murdoch Cameron. 

In Professor Cameron's absence, Dr. Jardine showed the 
cephalotribe, and explained the various points. Discussion 
was postponed till Professor Cameron should be able to be 
present. 

IIL — A year's work at THE GLASGOW MATERNITY HOSPITAL, 

WITH NOTES OF CASES. 

Bt Dr. Malcolm Black. 
Dr Black's paper will be found in Appendix, p. 71. 
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Dr. Oliphant said that the last case described by Dr. Black 
was a very difficult one, and one could get no help from books 
or from any other source on such a case. He had never seen 
her markedly insane, but the house surgeon had reported that 
she had had delusions. The chief point in Dr. Black's report, 
however, was the death-rate and the septic condition of the 
hospital. He (Dr. Oliphant) had now been pretty long con- 
nected with the hospital, and he had never seen it completely 
free from septic cases. It was not a suitable place for crowding 
with serious cases for abdominal and other operative work. 
It was entirely open, and there were no means of complete 
isolation of a patient and her attendants when this was 
necessary. The mortuary arrangements were also defective. 
They had done what could be done with regard to antiseptics 
in individual cases. The Belvidere cases were not the only 
septic cases. They had also sore eyes, breast abscesses, cellu- 
litis, &c., altogether too many instances of a septic condition. 

Dr. W. L. Beid said the report was bristling with interest- 
ing points. It was, perhaps, unfair to criticise it from the 
point of view of mortality. In the fourth fatal case reported 
it was difficult to believe that the patient had died of syncope 
unless she had sat up. 

Dr. Jardine referred to the value of such periodical reports, 
and promised similar reports during his term of office. The 
septic state of the hospital was the most important point in 
the paper. The hospital had since been cleaned at the begin- 
ning of his time on duty, and things went well for a little, but 
temperatures soon again began to run up and down. On 
investigation, streptococci were found in the napkins used for 
the patients. A steriliser had now been got. Vaginal exami- 
nation of the patients was also restricted, and only after 
thorough cleansing of the external genitals and of the hands. 
The use of vaseline was stopped, and the intra-uterine douche 
was hardly ever given, except in operative cases. The hospital 
was also again being cleaned. 

Dr. Edga/r asked if the delusions referred to in the last case 
reported were the ordinary delusions of chorea, and it was 
replied that dementia was the diagnosis of the authorities of 
Woodilee Asylum. 

Dr. Balfov/r Ma/rshall suggested that the death reported 
as due to fatal syncope might be caused by a pulmonary 
embolism. 



MEETINGS OF SESSION, 1897-98. 



Meeting I. — 27th October, 1897. 



The Junior Vice-Presidenty Dr. Alex. Miller, in the Chair. 

ELECTION OF OFFICE-BEARERS. 

The following office-bearers were elected for the ensuing 
session: — Hon. President, Prof. A. R. Simpson; President, 
Dr. Malcolm Black ; Vice-Presidents, Drs. Miller and Oliphant; 
Treasurer, Dr. Lindsay; Secretary, Dr. Jardine; Reporting 
Secretary, Dr. A. W. Russell ; Pathologist, Dr. Munro Kerr ; 
Members of Council, Drs. Reid, Alice M*Laren, Richmond, 
Balfour Marshall, Edgar, and Thomson. 

New Fellows. — Drs. James Craig and James Alexander 
Wilson were elected Fellows of the Society. 

L — SPECIMENS. 
A, By Dr. J. K. Kelly. 

1. Pelvic organs and sections of lung from a case of 
deciduoma malignum. — A full description of this case, with 
illustrations, will be found in the Journal of Pathology and 
Bacteriology, 

2. Left ovarian cyst growing into ligamentum latum, and 
tHght ovarian cyst growing free, — Both removed from a case 
of a woman pregnant about two months. Operation done 
under the diagnosis of extra-uterine pregnancy of left side. 
(On 1st November this patient aborted.) 

3. Left tubo'Ovarian cyst which formed a tumour reaching 
above umbilicus, and right ovarian cyst, — Both removed from 
same patient. Diagnosis : ovarian cystoma. 

VOL. L F 
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B. Br Db. Robert Jardinb. 



Dr. Jardine showed a pen and ink sketch and a skif^rain of 
the right arm of a month old female child. The hand was set 
at an acute angle to the forearm, and the thumb was absent. 
The skiagram showed that the radius was absent as well as 



the bones of the thumb. The child had also a deformity of 
the left ear, the pinna of which was smaller than that of the 
right, and was bent down over the external meatus. There 
was also a small meningocele in the occipital region. The 
child, a first one, was small, but healthy. 
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C. By Dr. John Edgar. 

1. lnc(yniplete tubal abortion — Expulsion of complete de- 
cidual cast — Salpingo-oophorectomy. — Mrs. S., set. 27, was 
admitted into the Samaritan Hospital on 20th October, 1897, 
complaining of a bearing-down feeling and colicky pains of 
five or six weeks' duration. Married for two and a half years, 
she has had one child, born at full term, fifteen months ago. 
Labour was easy, and she made a good recovery. Seven 
months after the confinement, while nursing her child, 
menstruation set in. It was of the usual twenty-eight day 
type ; and each period, just as before marriage, lasted seven 
days, was of the normal quantity, and was unaccompanied 
with clots or pains. Her last ordinary period was in August. 
On 14th September, at her usual time, there was simply a 
slight stain on her napkin, and then there was no appearance 
of any blood till three weeks later — viz., 7th October — when 
what seemed to be an ordinary period occurred and lasted the 
usual time — seven days. It was not profuse ; but, on the third 
day, a membranous cast of the uterus was expelled. 

Prior to the scanty discharge in September, patient was 
perfectly well except for slight sickness ; but thereafter she 
complained of a bearing-down feeling, and of colicky pains in 
the right iliac region, and the sickness continued. At no time 
was there any symptom of collapse, and though more debili- 
tated and anaemic than previously, she was, nevertheless, able 
to perform her usual household duties. 

On admission on 20th October, patient stated that there 
had been no recurrence of the haemorrhage, but that the 
bearing-down and the colicky pains still continued. Cross- 
examination elicited the fact that these pains were not severe, 
that they were intermittent like labour-pains, and that the 
attacks came on once or twice daily, lasting a half to one hour 
at a time. Defaecation was painful, and micturition at times 
diflicult. On examination, the os was found to be slightly 
patent and the cervix somewhat softened, while the uterus, 
which was of little more than normal size, the sound passing 
2| inches, was pushed backwards and to the left by a rounded, 
lobulated, somewhat tender mass, of the size of an apple. This 
mass felt like a considerably thickened tube coiled on itself, 
tense in some places, doughy in others. Vaginal pulsation was 
increased in both fornices, but more in the right than in the 
left. The mobility of the uterus was not tested because of 
the risk of rupturing the distended tube. 
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As the facts of the case, though not typical, pointed strongly 
to the assumption that the case was one of tubal pregnancy, 
I performed coeliotomy on 23rd October. The pelvis was 
found full of dark fluid blood, with some recent blood-clots. 
I immediately introduced my hand, broke through the loose 
adhesions, which fixed the mass above described to the 
posterior surface of the right broad ligament and the posterior 
pelvic wall, ligatured and removed the mass. As expected, it 
proved to be the coiled right Fallopian tube distended with 
blood. A large corpus luteum was found in the ovc^ry, and 
chorionic villi were discovered by means of the microscope in 
the tubal mole which occupied the lumen of the tube. 

Since the operation patient has been very well. Tempera- 
ture and pulse normal. No sickness and no pain. Flatus 
passed on second day. 

2. Pelvic hcematocele — Vaginal incision and drainage — 
Recovery, — This case presents the typical features of a case of 
ectopic gestation, ending in rupture or abortion, and the 
formation of a large pelvic hsematocele. 

Patient, Mrs. A., set. 30, was admitted into the Samaritan 
Hospital on 4th May, 1897. She was anaemic and very weak. 
The pelvis and abdomen, up to 2 cm. above the umbilicus, 
were occupied by a large, lobulated, boggy mass, only slightly 
sensitive to pressure. Above the pelvic brim the larger 
portion lay to the left. The uterus was in the middle line, 
but was slightly dextroverted, and was pushed forward to a 
finger-breadth from the pubis. Sound passed 3^ inches. 

Patient had had five children, the last four years before 
admission. The labours were natural and recoveries good. 
Menstruation had been normal, and there had never been 
pelvic pain. 

On 25th March, five weeks before admission, after a period 
of five weeks' amenorrhoea, during which she had complained 
of morning sickness and breast symptoms, she was seized 
with a sudden faint turn, with vomiting and sweating, while 
on a visit to a friend. The attack lasted twenty minutes, 
and then, though weak and suflfering from a bearing-down 
feeling, she walked home, and for the next two days did her 
housework fairly well. On the third evening, while out 
walking, she was seized with a second attack. The pain 
lasted two hours, was felt chiefly in the left iliac region, and 
was accompanied by retching and profuse sweating, but no 
vomiting. She got home with diflSculty, and next day (28th 
March), as the bearing-down pain was severe and she felt 



REPORTS OF MEETINGS. 45 

weak, she kept her bed and sent for her medical attendant. 
Poultices were ordered. 

On 1st April, a week after the initial attack of pain, some 
blood appeared per vaginam for the first time. The quantity 
was slight, and there were no clots nor pain. It lasted only 
the one day. Three days afterwards she was allowed to rise, 
and on the following day (5th April) she had two more 
attacks of abdominal pain, faintness, and vomiting. Next day 
uterine haemorrhage reappeared, and this time lasted four days. 

On 7th April a membrane was expelled per vaginam; the 
doctor explained to her that it was a " miscarriage." 

While this bleeding continued there were three further 
attacks similar to the first. From then until admission on 
4th May there were no more attacks, but patient complained 
of weakness and of constant abdominal pain. Uterine haemor- 
rhage recurred on 29th April till 1st May, but was not 
excessive, and was not accompanied by any shreds, nor any 
increase of pain. 

Micturition was difficult. From 7th till 14th April the 
catheter had to be passed regularly. The bowels were ex- 
tremely constipated. 

On 8th May I made a transverse incision in the posterior 
fornix, and enlarged it sufficiently to admit a ring volsella 
along with two of my fingers. While removing the contents, 
which proved to be blood-clot, a smart haemorrhage set in ; 
but, after emptying the sac, the bleeding was completely 
arrested by the use of sterilised sponges saturated with 
hazeline. A few of these were removed on the following day 
and the others on 10th May, and the cavity was thereafter 
douched daily and packed with iodoform gauze. 

Patient made an uninterrupted recovery, and was dismissed 
on 5th July, 1897. 

She is at present (27th October) in perfect health. Men- 
struation is regular and painless, and uterus is in normal 
position and movable. 

3. Ovaries and tubes removed by anterior vaginal cceliotomy. 
— Patient, aet. 33, was admitted into the Samaritan Hospital 
on 12th October, 1897, complaining of constant pain in the 
left iliac region, sometimes also in the right, of eleven years* 
duration. She had had to spend a large part of her time on 
the sofa or in bed, and the pain was not absent even then ; it 
occasionally awakened her at night. It had been getting 
worse latterly, and was especially severe at the menstrual 
periods. These were rather profuse, but otherwise normal 
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Patient has had three children, the last born six years ago. 
All the labours were natural, and the recoveries were slow, 
but otherwise normal. 

The uterus was markedly retroflexed and enlarged, but 
movable. Both ovaries were prolapsed and enlarged, the left 
twice, the other four times the natursl size. They were 
movable, lobulatcd, and apparently cystic. 

The operation was performed on 21st October. The vagina 
was opened by a vertical, the peritoneum by a transverse 
incision. After the appendages were removed vaginal fixation 
of the uterus was performed. The uppermost suture was 
passed through the anterior wall of the uterus 1^ cm. above 
the internal os. Patient is doing well. 

Both ovaries are cystic. The left has a pediculated tumour 
of the size of a split pea springing from it. A section of this 
under the microscope shows that it is a fibroma. 

4. Total ahdoTiiinal radical operation — (Total hystero- 
salpingo-oophorectoTny). — The patient, Mrs. W., set. 24, was 
admitted into the Samaritan Hospital on 8th October, 1897. 
Her last confinement (the third) took place on 1st September, 
and was managed by a neighbour woman. On the third day 
after the birth patient was suddenly seized with a violent 
rigor and severe pain all over the abdomen. The pain lasted 
five hours, and returned on the following day in the right 
iliac region. No more rigors followed, but there were daily 
perspirations, and patient lost flesh and became extremely 
weak. 

When admittf d she was greatly emaciated, very feeble, and 
markedly hectic. The pulse was rapid and very compressible ; 
temperature was 101*4° F.; and there was constant pain in 
the right iliac region. The perineum and the vaginal portion 
of the cervix were only slightly lacerated. The os was not 
patent; and the uterus was distinctly enlarged, though the 
sound passed only 2^ inches. Its mobility was greatly 
restricted by a tender mass on the right, to which it was 
firmly adherent. This mass, which was as large as an orange, 
extended laterally to the right pelvic wall, but, though it was 
adherent to it, there was a distinct groove between the two. 
In front it extended to and was adherent to the abdominal 
wall just above Poupart's ligament. 

The left appendages were apparently normal. 

Each time patient was examined the pain in the right iliac 
region was so intensified that a morphia suppository had to 
be inserted. 
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Treatment — Brandy, quinine, hot vaginal douches, and hot 
fomentations to the painful part. Owing to the increasing 
gravity of her symptoms, by the end of the second week I 
was compelled to operate. On 23rd October, I made a small 
incision above the right Poupart's ligament over the swelling, 
and dissected carefully down, but found that though the 
mass seemed superficial it had not penetrated the peri- 
toneum. Without opening the peritoneum at this point, I 
incised the abdominal wall in the middle line, and carefully 
examined the mass. It was found to be adherent to the 
intestine, omentum, anterior abdominal wall, and pelvic wall, 
and to be so incorporated with the uterus that it was plainly 
impossible to remove the one without the other. Some pus 
escaped while separating the adhesions. As from the intimate 
nature of the adhesions to the adjacent structures, it was 
impossible to get free access to the mass through the median 
incision, and as separation of the adhesions under these 
circumstances entailed considerable risk of lacerating the 
intestine, the abdominal incision first made was carried across 
to the lower extremity of the median incision, and the rectus 
muscle on the right side was cut across at a slightly higher 
level. The flap thus formed was raised and kept back by a 
volsella. Warm gauze compresses were used to protect the 
viscera from cold and contamination, and smaller pieces of 
gauze were used for sponges. While separating the adhesions 
distinct foci of suppuration were found in the posterior uterine 
wall ; hysterectomy was, therefore, all the more strongly 
indicated. The left broad ligament beyond the appendages 
was first ligatured and cut, and then, after incising the uterine 
peritoneum transversely in front, and reflecting it and the 
bladder from the uterus, the anterior and posterior fornices 
were opened into. Finally, after ligaturing and dividing the 
uterine arteries, and subsequently the right broad ligament, 
the whole mass, consisting of the complete uterus and both 
appendages, was removed. The pelvis was irrigated, mopped 
dry, and stuffed at its lowest part with a strip of iodoform 
gauze, which, together with the ends of the silk ligatures, 
was led into the vagina. While closing the abdominal wound, 
the patient became somewhat collapsed, but recovered on the 
administration of an intravenous saline transfusion. To-day 
(fifth day after operation) the gauze was removed. Patient 
is very well. 
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II. — ADJOURNED DISCUSSION ON EXTRA-UTERINE PREGNANCY. 

Dr. EdgaVs paper, on which this discussion took place, 
will be found in Appendix, p. 46. 

Di\ Edgar opened the discussion by giving a further report 
on the cases of extra-uterine pregnancy described at the 
meeting of the Obstetrical and Gynaecological Society on 28th 
April, 1897. 

1. Mrs. W. S7th October. — Patient much stouter, feels well, 
and does her work well. No pain in right iliac region ; occa- 
sionally a slight shooting pain in the left iliac region. Uterus 
freely movable ; no adhesions ; some endometritis and erosion 

of OS. 

2. Mrs. H. — I have been informed that this patient is in 
perfect health. 

3. Mrs. T. — Suppuration occurred in the stump of the left 
broad ligament. The silk ligature was discharged at the 
lower extremity of the abdominal cicatrix. This patient is 
now in perfect health. She suffers no pain in left iliac 
region nor in csBcal region. Menstruation normal. Uterus 
movable. 

4. Mrs. B. 27th October. — Never in better health. Occa- 
sionally slight flushings and sweats. Has not menstruated 
since operation. Uterus small and freely movable. No 
adhesions. 

5. Mrs.C. 26th October, — Still suffers from reflex neuroses, but 
is in fairly good health. In July she had severe menorrhagia. 
Menstruation since then has been normal. Uterus in good 
position, and fairly movable. Mass in Douglas* pouch now 
the size of a damson. 

6. Mrs. M. Ist October. — Feels well and looks well. No 
pain at menstrual periods, nor at other times. Menstruation 
latterly rather free. There is some endometritis, but the 
uterus is movable in every direction. There are a few 
adhesions posteriorly. No tenderness on examination. 

7. Mrs. R — I had a letter from Dr. Stevenson yesterday 
informing me that this patient is perfectly well, has no* pain, 
and is menstruating normally. 

Dr. TT. L. Reid, in the discussion on the paper, said he 
could answer Dr. Edgar's question as to the result of expectant 
and medical treatment of haBmatocele. Most of the older 
medical men could remember many such cases, the large 
majority of which were due to ectopic pregnancy. He could 
remember a number where the symptoms slowly and gradually 
disappeared, and where examination some months later gave 
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no evidence of the presence of a tumour. He did not say, 
however, that this was the best treatment, but otherwise. At 
the same time, he thought there was danger of' pushing 
operative treatment to the extreme. 

Dr, J, K. KeUy said that the paper suggested a good many 
questions. After referring to the use of the term " abdominal 
pregnancy " in the paper, he endorsed Dr. Edgar's opinion of 
the frequency of such cases. He had had 162 patients in his 
ward at the Royal Infirmary during the last year, and nine of 
them were cases of ectopic pregnancy. As to diagnosis, it 
was apparent to all that it could only be provisional. There 
might be a history of preceding sterility, or preceding tubal 
disea.se impeding the progress of the ovum along the tube 
might be indicated. He was doubtful if haemorrhage ever 
took place until the tube was ruptured. Haemorrhage did not 
help much in diagnosis. The discharge of a decidua might 
indicate a normal as well as a tubal pregnancy. Internal 
haemorrhage was the surest, but it was a rather late, sign. 
As regards treatment, he considered that almost all cases 
should be operated on. Martin's summary of the treatment 
of such cases was abdominal section. The only doubtful 
cases were those in which the haemorrhage seemed already to 
be undergoing gradual absorption. His experience of the 
vaginal incision had not been satisfactory. He had treated 
two of his cases in this way, and had to follow this by 
abdominal section. In all the others except two his method 
had been abdominal section, and in these two in which the 
treatment had been expectant he was sorry that he had not 
operated — there were still tubal swellings. Save in a very 
few cases, he would say operate, and by abdominal incision. 
Vaginal section left us uncertain, as there might be something 
beyond reach by this method. 

Dr. /. Nigel Stark said that haemorrhage must largely 
depend on the situation of the placenta. There were no 
diagnostic symptoms. A bimanual examination was necessary. 
As to treatment, he would remove the tube before rupture ; 
after rupture it might not be necessary to operate. He could 
remember two cases that got quite well without operation, the 
haemorrhage having been extra-peritoneal. If tubal disease 
were discovered afterwards he would then operate. 

Professor Murdoch Cameron said that when papers were 
based on the appearances of specimens, these specimens should 
all be submitted to the Society's pathologist. The paper was 
wrongly styled a series of cases of extra-uterine pregnancy. 
Nowadays the occurrence of haematosalpinx was shut out, 
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None of these cases was advanced ; if there were no embryo, 
the pedicles, or at least the villi of the chorion, ought to be 
seen. He did not see why they should be described as moles ; 
he would call them blood clots. He had no doubt that many 
of these were cases of hsematosalpinx. In such cases they had 
not the horrible shock that was seen in ectopic pregnancy. 
The specimens should be shown so that the Fellows might see 
for themselves. He would tear out the first six cases. He 
would regard them as suspicious, and would not stamp them 
as ectopic. In the diagnosis the one marked point was the 
extreme sickness, which doubtless caused the rupture of the 
tube. It was not like the sickness of a normal pregnancy. 
Some cases might be operated on by the vagina, but in others 
this could not be done successfully. Abdominal was much to 
be preferred to vaginal section. He had seen scores of cases 
that got better under medical treatment. 

Dr. Edgar, in reply, pointed out that recovery in medical 
cases was slow ; that after vaginal opening it was much more 
expeditious, as was seen in Cases VI and VIL He had used 
the term "abdominal pregnancy" on general grounds, as the 
particular variety of such abdominal oases was often difficult 
to diagnose accurately. With regard to the doubts as to 
diagnosis, he wished more attention to be paid to the group- 
ing of the symptoms. He considered the history of the case 
no less important than the bimanual examination. He had 
mentioned the decidua as a sign of pregnancy, not necessarily 
ectopic pregnancy. He advised vaginal section in cases of 
pelvic haematocele and of ectopic gestation at the fourth to 
the seventh month. After opening and emptying the sac, he 
advocated bimanual examination of the sac at the time. If 
there was a distended tube he would certainly remove it. 
There was less shock in this mode of operating, the peritoneal 
cavity was not opened, and drainage was secured at the lowest 
point ; but, over and above these, his liking for this method 
was based on experience. Besides his own cases, he had 
seen twelve others treated by vaginal operation by Dr. Stirton, 
in which all except one had recovered satisfactorily. With 
regard to Professor Cameron's criticism of the diagnosis, he 
(Dr. Edgar) said that the specimens had been exhibited to 
the Society in April when the paper was read, and that a 
pathologist had examined the specimens, and had found 
chorionic villi, which were not difficult to diagnose under the 
microscope. He had no doubt the cases were ectopic preg- 
nancies, even Cases V and VI, where pelvic hsematocele had 
been found. As to the great shock on which Professor 
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Cameron laid stress, in some cases there was no shock what- 
ever, and yet chorionic villi were found in the tubal mole. In 
Case IV the amnion was seen as well as the chorion. As to 
sickness, in his lirst three cases there was no history of sick- 
ness., so that this symptom could not be regarded as especially 
important in the diagnosis, nor in the causation of rupture of 
the tube. 



Meeting II. — 24th November, 1897. 



Tlie President, Dr. Malcolm Black, in the Chair, 

New Fellow. — Dr. R. Yuill Anderson was elected a Fellow 
of the Society. 

i.^specimens. 

A, By Dr. Lindsay. 

Dissection of a Case of Mistaken Sex. — About five years 
ago I brought to your notice the occurrence of " Three Cases 
of Doubtful Sex in One Family."^ I may recall to your 
memory that one of the children had been brought up as a 
boy, and the two younger ones as girls. At that time I 
expressed the opinion, with which most of you agreed, that 
all three were really males. The child, "Lizzie," whom I 
showed on that occasion, died last June from phthisis, and I 
obtained permission to make a post-rriorteni examination. I 
now show you the dissected genital organs. The dissection 
shows that the subject was a true male without any approach 
to the female conformation except hypospadias and the absence 
of the testicles from the scrotum. The vasa deferentia and 
vesiculae seminalis have been fairly injected with mercury, 
and are easily seen on the posterior wall of the bladder. The 
prostate is also apparently normal. Had there been any 
approximation of the internal parts to the female type, one 
would have expected to find it in connection with the sinus 
pocularis, the analogue in the male of the uterus in the 
female. But the sinus is not perceptibly enlarged. Two 
glandular bodies were found in the inguinal canals, and the 
section under the microscope shows that these had the usual 
structure of testicles. 

^ Glasgow Medical Journal^ March, 1893. 
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B, By Dr. J. Nigel Stark. 

Anencephalic Fcstus, — The foetus was a perfect specimen of 
an anencephalous monster, the entire brain and vault of the 
cranium being absent, the face looking directly upwards 
and the ears touching the shoulders. There was also spina 
bifida down to the upper lumbar vertebrae, and the bladder 
was extroverted. The patient was 32 years of age, a secundi- 
para, and was seven months pregnant. The presentation was 
cranial. 

II. — ^ANTE-PARTUM HEMORRHAGE, WITH AN ANALYSIS OF 
FIFTY-ONE CASES OF PLACENTA PILE VI A. 

By Dr. Jardine. 

Dr. Jardine's paper will be found in Appendix, p. 89. 

Dr, Samuel Sloan was surprised to hear of four cases of 
serious accidental haemorrhage in one year. He would be 
astonished to learn that he had had four in all the eight years 
in which he held office in the Maternity Hospital. He referred 
to the high percentage of stillbirths, and wondered if there 
were many cases of retention of the head. He thought that 
if the placenta were marginal and the head low down the 
forceps might be better. It was often the best thing to strip 
oft' the placenta with the finger. He had seen it act so 
promptly, sweeping the finger round as far as it could reach. 
Dr. Jardine had not mentioned counter-pressure of the abdo- 
men by a firm bandage. Dr. Jardine seemed to object to 
letting out the liquor amnii, as this simply allowed the blood 
to get in. Rupture of the membranes rather permitted 
retraction of the uterus, and this was often sufficient. Trac- 
tion had been referred to as causing tearing of Champetier de 
Ribes' bag, but why use traction ? Placenta praevia did not 
necessarily mean a misplaced placenta. There might be a 
large placenta and a small uterus. Partial separation in such 
cases was not harmful. 

Dr, Balfour Marshall said it would simplify matters if central 
placenta praevia were kept in view in the discussion. Such 
placentae were generally thin, and he would bore the hand 
through and bring down a foot. The after-coming head 
should not be delivered too speedily, the cervix in such cases 
being so very much softened, and the vascularity enormous. 
Stripping off a central placenta praevia with the finger was to 
be condemned. It was different with marginal or lateral 
placentae. As regards bursting of the bags, four had burst in 
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his hands. Another objection to them was the diflSculty of 
asepsis. He had doubts regarding endometritis as a cause of 
of placenta praevia. The theory of the persistence of the villi 
was difficult to prove. Plugging was useful in many cases, 
especially when the cervix was not dilated. The haemorrhage 
was bound to be arrested as the cervix was forced against the 
placenta. He would leave the plug in for six hours, and 
renew it if necessary. Some of the cases of accidental haemor- 
rhage must have been due to placenta praevia. Their histories 
read like that. No amount of fluid could separate a normally 
implanted placenta. He had only had one case of concealed 
haemorrhage, and accouchement force was tried. 

Dr. J. Nigel Stark wished to emphasise one point — that 
some of these cases of accidental haemorrhage were really 
cases of placenta praevia. He remembered such a case, where 
a patient slipped on the street and alarming haemorrhage 
occurred. The placenta was marginal, and he ruptured the 
membranes and then did an internal version. There was 
often a history of some such accident as a stumble. He 
missed any reference to palliative treatment. If bleeding 
stopped, and the child was viable, there was no harm in 
palliative treatment — rest in the horizontal position and 
careful watching. 

Dr. John Edgar referred to the mortality of the child as 
being very great, though of course this was a secondary point. 
Laceration of the placenta by stripping or otherwise was to 
be avoided, as it involved the life of the child and there was 
greater risk of sepsis. If a third of the placenta were 
separated the child would almost of a necessity die. The 
treatment he advocated was the introduction of de Ribes' bag 
and allowing labour to go on, not pulling unless haemorrhage 
persisted. The danger of post-partumi haemorrhage was 
great. He had lost two such cases, one of them by laceration 
of the cervix and lower part of the body. For such an 
emergency he would try tamponade of the cervix and vagina. 
The fornices might be opened and the uterine artery secured. 
Diihrssen had removed the uterus in one case. The other 
case he had lost had post-partum haemorrhage after placenta 
praevia. Such cases should not be left for several hours. He 
agreed with Dr. Jardine as to accidental haemorrhage and 
his strictures on the practice that obtained at the Rotunda 
Hospital. He recommended bipolar version if the os was 
not dilated, and then rupture of the membranes. 

Dr. Malcolm Black said that in accidental haemorrhage he 
usually found rupture of the membranes sufficient. In other 
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cases be had turned, and waited as in placenta prasvia. In 
cases of placenta praBvia before dilatation of tbe os and 
rupture of tbe membranes be practised bipolar turning. 
Forcible dilatation was very dangerous. Bipolar turning 
meant tbe probable loss of the child, but the life of the child 
was not very hopeful at the best. The safety of the mother 
was most important. A serious concealed haemorrhage must 
be very rare. He remembered a very striking case in 
which the first indication was the death of the patient. At 
the post-morteTn examination a clot was found in the position 
of the placenta, which was completely separated. He agreed 
with Dr. Sloan as to the stripping of the placenta as far as 
the finger could reach with the hand in the vagina. He had 
frequently practised this, and had got living children. Sepsis 
was, of course, more likely in such cases. 

Dr. Jardine, in reply, said that he could not agree with the 
criticism that some of the cases of accidental haemorrhage were 
really cases of placenta praevia. In Case I he had mentioned 
that the history pointed to placenta praevia, but no placenta 
could be reached, and no haemorrhage occurred while the os 
was dilating ; and, moreover, when the placenta was expelled 
there was a black clot behind a considerable portion of it. In 
Case II there was no doubt, as the placenta and membranes 
were completely separated by a very large quantity of clot 
distending the uterus. Case III he had not examined, but 
his resident, Dr. Webster, was present, and he could tell them 
if he felt the placenta when he passed his hand in to turn. 
(Dr. Webster said he had not). Case IV was the only one he 
was in doubt about. The placenta was low down certainly, 
but he doubted if it was within the praevia area, because it 
must be remembered that labour had been going on slowly 
for nearly three days, and during that time the cervix had 
dilated and thinned out considerably, and yet not one drop of 
blood had been lost. Dr. Sloan had said that he was surprised at 
the large number of cases of accidental haemorrhage, and that 
he did not think he had seen as many all the years he had 
been on the Maternity staff*. Dr. Jardine said he had had two 
others, making six, and he would like to say that these cases 
had not been seen by him alone, but other members of the 
staff' had concurred with him in the diagnosis. In fact, of all 
the cases reported, every one had been seen by other men 
except the first case of placenta praevia. 

Regarding the criticism of his objecting to the rupturing 
of the membranes in accidental haemorrhage, he wished to 
point out that it was in the concealed variety he objected to 
thisi and not in the external. He still maintained that if the 
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uterus was over-distended and paralysed, rupturing the 
membranes would only make more room for blood to be 
poured out. 

He had not mentioned prophylactic treatment in placenta 
prasvia, although in the report of one of the cases (the C8ise of 
twins) this had been adopted. If the patient could be kept 
perfectly quiet, and the first haemorrhage was not a severe 
one, he thought it was as well to wait, and allow development 
of the child to go on as far as possible. 

He thanked the Society for the way his paper had been 
received, and was glad it had brought out so many differences 
of opinions. 



Meeting III. — 22nd December, 1897. 



The President, Dr. Malcolm Black, in the Chair, 

New Fellows. — Drs. Hugh Donald and G. Ernest Fortune 
were elected Fellows of the Society. 

L — complete occlusion of the OS UTERL 

By Dr. Black. 

The patient was a primipara, and had been in labour for 
over twenty-four hours before admission into hospital. Care- 
ful examination was made under chloroform, but it was 
impossible to discover any os. A small transverse incision 
was made in the cervix, and labour allowed to progress. As 
tearing began, two other incisions were made in the anterior 
and the posterior lips. The forceps was then used. Some 
bleeding occurred at the upper part of the vestibule, requiring 
two ligatures for its arrest. Beyond a little sloughing at 
this point the patient made a good recovery. 

IL — CASE OF SIX months* RETENTION OF URINE, PROBABLY 
DUE TO THE PRESENCE IN THE BASE OF THE BLADDER 
WALL OF A NEEDLE, WHICH MADE ITS WAY INTO THE VAGINA 
UNDER THE INFLUENCE OF MASSAGE. 

Br Dr. Balfour Marshall. 

Miss J., age 21. Right arm is f unctionless, band being flexed 
at wrist, and smaller than left hand. This followed on an 
attack of cerebral inflammation about ten years ago. 
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In May, 1897, she began first to suffer from retention of 
urine, which gradually got worse until she could not micturate 
at all. Treatment proved of no avail, and when I first saw 
her in August last retention was absolute. The uterus and 
annexa were normal, and the vagina was that of a virgin, 
although the hymen had been torn by previous examination 
and the introduction of a pessary, the object of which was not 
apparent. The vagina would not admit two fingers without 
pain. Bimanual examination detected nothing abnormal in 
the bladder, and the sound introduced into that viscus caused 
no undue pain, nor discovered the . presence of anything 
abnormal. A No. 8 catheter could be easily passed along the 
urethra into the bladder, without any stricture or obstruction 
being met with. 

I sent the patient into the Royal Infirmary, and she was 
there on two occ&sions, as well as being sent twice to a con- 
valescent home. The urine was drawn off by a nurse twice 
daily, but by November she was no better, and I resolved to 
try the effect of massage bimanually, one finger being placed 
in the vagina. Whenever the region of the trigone of the 
bladder was pressed on, the patient complained of a painful 
prickling sensation. Massage was carried on for three days 
consecutively, the patient being able to pass several ounces on 
each day following. 

Menstruation set in on the fourth day, and massage was not 
performed till three days later. In the meantime, retention 
was again absolute, and urine had to be regularly drawn off 
by the nurse. On resuming massage for the fifth time, the 
finger, on being introduced into the vagina, discovered an 
ordinary sewing needle lying transversely across the anterior 
fornix. It was removed by forceps, and found to be blackened, 
but showed no signs of rust. 

Since the removal of the needle, further treatment is not 
required, as the patient from that time has had no further 
retention. The only medicine given during this time was nux 
vomica. As to the presence of the needle, I can only assume 
it was the cause of the retention, and lay somewhere in the 
base of the bladder, and that the act of massaging had made 
it work its way into the vagina. The patient can give no 
account as to how it got there, nor does she remember any 
accident likely to lead to it. She had when a girl the habit of 
holding pins and needles in her mouth while sewing, but I 
think that has nothing to do with it, as she would have recol- 
lected had she swallowed one. She could not have placed the 
needle where it was found, as she has only the use of her left 
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hand, and the needle was too high up, and so placed as to 
exclude this idea ; and, further, the vagina does not admit of 
the introduction of two fingers. I could not detect any 
evidences of hysteria, although I watched carefully for these, 
and always had the urine drawn off by a nurse, except on the 
occasions when I massaged. Moreover, the removal of the 
needle suddenly cured a six months* retention of urine. 



ITT. — CASE OF SUPERNUMERARY NIPPLES IN THE GROIN OF A 
PRIMIPARA (illustrated BY PHOTOGRAPHS), WITH A 
GENERALLY CONTRACTED FLAT PELVIS. 

Br Dr. Balfour Marshall. 

This patient, aged 19, has a generally contracted flat pelvis. 
In placing her in Walcher's position for delivery by forceps, I 
noticed well marked supernumerary nipples, one on each thigh. 
They are situated on the antero-lateral aspect of the thighs, a 
little below the fold of the groin, and close to the vulva. In 
size they correspond to those on the adult male breast, and are 
firm and erect, and show a distinct opening in the middle of 
the apex. The right nipple is surrounded by a well marked 
blackish pigmented areola, the size of a shilling piece. The left 
nipple is also surrounded by an areola, but it is very faint. The 
photograph shown at the meeting was taken three weeks after 
labour. The areolae have quite disappeared, and the nipples 
are less than half the size observed at the end of pregnancy ; 
indeed, the right nipple is diflScult to make out on the photo- 
graph, as it has atrophied in such a way as to look more like 
a tag of skin. 

The child, unfortunately, died twenty hours after labour, 
delivery by forceps in the second stage having taken four 
hours. It would have been interesting to see if the nipples 
and areolae maintained the same appearance and size as at the 
end of pregnancy, had the patient suckled her child. 



IV. — CASE OF PERNICIOUS VOMITING AT THE EIGHTH MONTH 

OF PREGNANCY REQUIRING INDUCTION OF PREMATURE 

LABOUR. 

By Dr. Balfour Marshall. 

Mrs. M., aged 33, vii-para, married at age of 17, has had 
seven children, of which the first two are still living. 

Former History. — The first child was born nine months 
VOL. I. H 



5d REPORTS OF MBETINGS. 

after marriage. Labour was very prolonged, as the pains 
commenced six days before the child was delivered. For 
three days she was able to move about, but on the fourth she 
had to take to bed, as her lower limbs began to feel heavy and 
numb. This feeling of numbness gradually increcised until 
all sensation was abolished, and she was insensible to the prick 
of a needle in both lower limbs. They were both pale in 
colour, but not swollen. At the same time she had retention 
of urine necessitating regular catheterisation of the bladder, 
but she still had control of the rectum. 

On the sixth day the child was delivered by forceps, the 
perineum being badly torn. I cannot say when the first stage 
of labour was ended, as the date of rupture of the bag of 
membranes is unknown. 

The accoucheur took away the placenta, as the cord is 
alleged to have been as thick as a man's arm, and the placenta 
is said to have had a child's hand attached to it. 

The loss of sensation and power in the lower limbs con- 
tinued, and she lay in bed for six weeks, until she was removed 
to Hillside Home, Perth. Electrical treatment was here 
carried out thrice daily. After four months of treatment a 
prickly sensation came in the soles of the feet, and this gradu- 
ally merged into that of pain. This was followed by a very 
gradual return of sensation in both limbs, the pain at the same 
time disappearing. 

It was not till after eighteen months of treatment that she 
was able to walk a very little. Elastic bandaging and massage 
were now resorted to, and six months later she was able to 
walk quite well, all symptoms having disappeared and recovery 
being complete. 

She remained perfectly healthy, and her second child was 
born about four years after the first, the labour being quite 
normal. 

The third child was born about two years later, prematurely, 
at the end of the seventh month, and it only lived an hour. 
Fourteen days previously she was seized with sudden onset of 
vomiting which continued at intervals. She could retain no 
food, and got ice to suck. It ceased abruptly after labour. 

The fourth child was born about two years later, at the end 
of the seventh month. It was macerated, and had been dead 
in utero for some time. During the previous six weeks 
she had a similar attack of emesis gravidarum to that of 
previous pregnancy. She could only retain ice and small 
doses of diluted whisky. It ceased spontaneously on the birth 
of a macerated foetus. 
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The fifth child was born about two years later, at full time, 
but it had been dead in utero for some time. She had 
again six weeks' sickness similar to previous pregnancies, and 
it ceased on the birth of her child. She was sustained by 
rectal feeding, and ice w£ts given to suck. 

The sixth child was born a year later, about the eighth 
month, and was, as in former pregnancies, dead. This time 
she had sickness during the previous two months, and had to 
be fed per rectum. The sickness did not cease at the birth 
of her child, but lasted for a week into the puerperium. 

History of Seventh Pregnancy. — Patient last menstruated 
at end of March, and pregnancy was uneventful till 20th 
November, 1897. On getting oft' a tramway car she tripped and 
fell heavily on her side. That evening vomiting set in and 
became very severe. No food would lie on the stomach, and 
a teaspoonful of water or nutriment was at once rejected. 
Various gastric sedatives were tried, but they were all promptly 
vomited, so rectal feeding was resorted to. The vomiting 
became more severe, occurring at short intervals day and 
night, only small quantities of bile-stained fluid being 
ejected. 

The rectum now became intolerant of bowel feeding, 
and even quantities of a wineglassful were not retained, 
although I tried morphia suppositories to prevent this. Small 
nutrient suppositories were now tried, and were fortunately 
retained. Dilatation of the cervix was also tried, but met 
with no success. 

As the patient was becoming greatly exhausted from the 
incessant vomiting, want of nourishment, and loss of sleep, I 
decided to induce premature labour, more especially as the 
three former children had all died in utero. I hoped to save 
this one. 

The uterus was much enlarged, and very globular in shape, 
extending well into the flanks, while the fundus reached to 
within 3 inches of the sternum. 

Ballottement, both externally and internally, was very well 
marked. 

The foetus lay with its back to the right and the head 
presenting, the foetal heart being heard with difiiculty below 
the umbilicus and to the right. 

On 2nd December I dilated the cervix, first with the fingers, 
then by Barnes' bags, and lastly by de Ribes' bag, until the os 
was nearly fully dilated. The membranes were now ruptured, 
when a very large quantity of liquor amnii escaped. As there 
was inertia uteri, I delivered the child by forceps. The child, 
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a male, was 16^ inches long, and was about the eighth month. 
It was stillborn, and artificial respiration had to be performed 
for an hour and a quarter before it survived. It seemed to 
do well, taking nourishment freely, but it died in thirty hours 
after three convulsive seizures. 

The uterus was very flabby, and it required two hypodermic 
injections of 30 minims each of normal liquid ergot before it 
retracted properly. There was no post-partum heemorrhage. 
The placenta was small and fatty, and was unduly friable, 
tearing easily. 

Twelve hours after labour the patient was able to retain 
small quantities of whisky and soda water, and twenty-four 
hours later meat juice, fish, and gruel. From this time on she 
did well, and being able to take ordinary diet made a rapid 
recovery. 



v. — A CASE OF MELANOTIC SARCOMA OF THE CLITORIS. 

Bt Dr. Balfour Marshall. 

Mrs. S., age 57, widow, came to Glasgow Royal Infirmary 
Dispensary, 12th August, 1897. The patient complained of a 
lump on the vulva, blood-stained discharge, and scalding on 
micturition. 

Patient has had three children, and no miscarriages. She 
passed through the menopause at the age of 45, the catamenia 
ceasing twelve years ago. She had a general skin eruption 
with loss of hair five years ago, which suggests specific 
disease, but of this there are no present signs. She was other- 
wise well till four months ago, when she had irritation at the 
anterior part of the vulva, and noticed a small tumour the size 
of a large pea. This rapidly got larger, and she had scalding 
pain on micturition, also a constant watery discharge which 
became blood-stained. The tumour does not seem to have 
caused much pain, as she did not complain of this except 
during micturition. 

Examination. — The site of the clitoris is occupied by a 
dark-bluish and bluey-red slightly lobulated tumour of the 
size of a small walnut. It has spread laterally so as to 
implicate the inner aspect of the anterior halves of both 
nymphae, but does not seem to have spread deeply to the 
tissues beneath. There is, in addition, a small dark-bluish 
nodule of the size of a small pea projecting from the inner 
aspect of the lower edge of the right nympha, distant about 
half an inch from the larger tumour, and there is a similar 
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nodule at the bottom of the fold between the left nyiiipha and 
left labium raajus. On the inner aspect of the right labium 
niajus, extending as far back as the fourchette, there are 
patches of dark pigmentation, which do not as j^et form 
nodules. The ostium vaginae and urethra are not affected. 
There is slight enlargement of the inguinal glands. 

Vaginal and Bimamoal Examination, — The vagina is 
shortened and contracted, the portis vaginae atrophied, and 
the uterus small and atrophied, the generative organs pre- 
senting the conditions found in a woman twelve years pcust 
the climacteric. The patient was sent into Ward 26 on 
21st August, 1897. 

25th August. — Dr. Rutherford operated, and reported as 
follows : — " He excised the tumour with both labia minora and 
the pigmented areas of skin in the right labium majus and 
posterior commissure, and there was no difficulty in keeping 
clear of the urethra. The skin edges were brought together 
anteriorly and posteriorly with silkworm gut." 

Patient left the infirmary on 5th October, the soundly 
healed part of the wound having closed by granulations. 

The main part of the tumour has originated in the 
clitoris and preputium clitorides, and on section is found 
to be a melanotic sarcoma with some haemorrhage into its 
substance. 

liemarks. — Sarcoma of the vulva is very rare, much more 
so than primary carcinoma, and there are few cases recorded 
in medical literature. So far, I have been able to collect only 
19 cases. Of these, 1 is a round-celled sarcoma; 2 are 
myxo-sarcoma ; 3 are fibro-sarcoma ; 13 are melanotic sarcoma ; 
and of these only 2 seem to have started in the clitoris. It 
will thus be seen that melanotic sarcoma is the form most 
frequently met with. It is of rapid growth and exceedingly 
malignant, spreading by the lymphatics, and giving rise to 
metastatic growths in other organs. The results of opera- 
tions are most unsatisfactory, and only two are recorded as 
ending in recovery, recurrence being the rule in all the other 
cases. 

It has been alleged that this tumour occurs chiefly in young 
women, but, with one exception, the age of first appearance 
varies from 40 to 72, and of these most are in women between 
40 and 60. 

As to origin, Veit holds that melanotic sarcoma of the 
vulva arises from a pigmented naevus, while Taylor says that 
it begins as a purple spot in the deep layers of the mucous 
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membrane; that this next becomes a small nodule, which 
grows rapidly, and when larger appears as a warty fungoid- 
looking tumour. The excised portion of vulva which I have 
shown you to-night has all three conditions present — viz., 
pigmented spots, two small nodules, and a slightly lobulated 
fungoid-looking tumour. 



VI. — A SIX MONTH FCETUS WITH AN INTRA-UTERINE AMPUTATION 

OF THE FOOT. 

By Dr. Jardine. 

Dr. Jardine showed a six month foetus with an intra-uterine 
amputation of the foot, and deformities of the other foot 
and hands. It was suggested that a detailed report on the 
case might be prepared for a future meeting. 



Meeting IV. — 20th January, 1898. 



The SeTiior Vice-President^ Dr. Alex. Miller, in the Chair. 

I. — FRESH SPECIMEN. 
By Dr. Edgar. 

Placenta biloba with velamentous insertion of the funis 
from a case of placenta prcevia. — The patient was a secundi- 
para, and w^as eight and a half months pregnant. She had 
bled slightly three weeks before, and then severely two 
weeks thereafter (20th January), when she was plugged by 
her medical attendant. Dr. Langmuir. The plug was renewed 
several times with good effect as regards haemorrhage, until 
the 27th, when profuse flooding recurred, and Dr. Edgar was 
called in consultation. He found the patient weak, with a 
pulse of 120, and on examination found the os dilated to the 
size of a crown-piece, membranes still unruptured, complete 
placenta prsevia, and head presenting in the left occipito- 
anterior position. The edge of the placenta was fairly easily 
reached in front, and by means of bipolar version a foot was 
seized and brought down. The bleeding, which till then had 
been rather free, was easily arrested by traction on the child's 
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leg. The breech was delivered slowly, but, as pulsation in 
the umbilical cord was then found to have ceased, and the 
cervix was dilatable, the arms and legs were delivered quickly. 
The child was apnoeic, but animation was restored after 
fifteen to twenty minutes* work. Both mother and child 
(male) were doing well. Preparations had been made for 
saline transfusion, but it was not found necessary to adopt this 
measure. Examination of the placenta showed that it was 
cordate in shape, and about 6^ inches in diameter. The funis, 
20 inches long, was inserted into the membranes, 3 inches 
from the edge of the portion of placenta which had over- 
lapped the internal os. The umbilical vein, an inch from the 
site of insertion of the funis, divided into two branches, which 
diverged and entered the placenta on opposite sides, at points 
5 inches apart. The triangular portion of membranes between 
these two branches and the edge of the placenta was torn, and, 
as this was the only aperture in the membranes, the child had 
evidently been born through it. One of the umbilical arteries 
accompanied its corresponding vein closely all the way to the 
placenta, and, like the two branches of the vein, was uninjured. 
The other artery, however, entered the placenta an inch within 
the vein, and had evidently traversed the triangle, as it was 
found to. have been torn through. 



II. — UTEBUS FBOM A CASE OF CiESABEAN SECTION. 

Br Dr. Jardine. 

The patient was a ii-para, aged 22. Nearly two years before 
she had been delivered at the seventh month of a macerated 
foetus, which came by the breech. Craniotomy had to be done 
on the after-coming head. When admitted on the night of 
16th January she was having strong pains, and the^ os was 
dilating. She gave a history of painful and frequent micturi- 
tion, and her vagina was red and inflamed with some purulent 
discharge. There were albumen, pus, and tube-casts in her 
urine. The child was alive, and presented in the second vertex 
position. Dr. Jardine decided to do Csesarean section, although 
he felt it was a case which would run great risks of becoming 
septic, as she seemed to be suflering from gonorrhoea. The 
conjugate was under 2 inches, and he felt that craniotomy 
would be hopeless, as the body would have to be broken up as 
well to get it through. 

The membranes ruptured before the operation was done. 
The vagina was very thoroughly scrubbed and douched out. 
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The operation was done in the usual way, using Cameron's 
pessary to control the bleeding. He delivered the child by 
the feet. It gasped, but did not survive. It weighed 7 lb. 

The patient stood the operation well, and did well for 
forty-four hours, when she had a rigor, and her temperature 
rose to 103'4°. It fell in about an hour, and never rose above 
100° again. The wound looked perfectly healthy, and there 
was no distension of the abdomen except for a little after 
the rigor. She lay in a semi-conscious condition, and died 
four days and two hours after the operation. 

At the post-mortem examination, some pus was found over 
the front of the uterus, and there was evidence of general 
peritonitis. The abdominal wound was healing, except at the 
lower part, where an abscess was beginning to form from the 
inside. On removing the uterus and opening it up posteriorly, 
a greenish-yellow purulent lining was seen. The lower end of 
the wound gaped slightly, and in separating the edges several 
of the stitches were seen. It was by these the infection had 
travelled. Dr. Buchanan had examined the pus from the 
peritoneal cavity, as well as that in the passages, and he had 
found identical organisms in both, viz. — a coccus and the 
bacillus coli. He could not definitely decide if it was the 
gonococcus. The true conjugate, when everything was 
removed, measured If inch. 

Dr. Jardine regretted he had not done a Porro, as he now 
thought this would have given her a better chance. In future 
cases he intended to keep the incision as near the fundus as 
possible. 



III. — TWO SILK STITCHES FROM A CESAREAN SECTION. 

By Dr. Jardine. 

Dr. Jardine showed two silk stitches which had been dis- 
charged through an abdominal sinus from a case of Caesarean 
section done by Professor Cameron eleven months before. Two 
months after the operation the patient had discharged several 
stitches per urethram, and a week or so later the sinus had 
opened, and remained open ever since. The patient had been 
under his care for about six months. The uterus was adherent 
to the abdominal wall, and with a probe he had felt the 
stitches, but could not get them out. They had come away a 
few days ago, and the sinus was now apparently closing. They 
were as perfect as when put in. ^She had also passed a frayed 
one per urethram about a month ago. He had sounded the 
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bladder and felt it. There was no deposit on it. This patient 
had developed a parotid abscess a few days after the operation ; 
otherwise she had made a good recovery. 



IV. — CASE OF PRIMARY CARCINOMA OF THE BODY OF THE 

UTERUS — ADENOMA MALIGNUM. 

By Dr. Samuel Sloan akd Dr. Jas. A. Adams. 

Mrs. J. H., set. 57, widow for fifteen years, has had four 
children, no miscarriages. Last period was three years ago ; 
has been in indifferent health for about two years. Has 
had a discharge of blood from the vagina every day for 
nine months, and there has been an increased quantity of 
leucorrhoeal discharge during the past two months. The 
discharge has always been fresh in odour. For six weeks 
past has complained of a feeling of weight and of pain in the 
hypogastric region. Was told by a medical man a short time 
ago that there was no serious disease, certainly not cancer. 

Per Vaginam, — Cervix normal and smooth. Os small and 
healthy-looking. The uterus is freely movable, and the sound 
passes in a depth of 3J inches, causing some pain. The 
cavity is dilated, and the anterior and posterior walls, when 
the sound is drawn over them, are rough and firm, like hard 
shelves of tissue. 

Curettage was advised ; and, if the tissue removed gave 
evidence of carcinoma, vaginal hysterectomy was to be per- 
formed. The uterus was dilated on 25th November, 1897. 
The dilatation was suspiciously easy, and copious soft material 
was removed ; iodised phenol being afterwards freely applied 
to the whole of the cavity. There was only slight bleeding. 
After dilatation the sound passed in to the extent of 4 inches. 
The patient's health greatly improved after this operation, 
but bleeding continued more or less till 15th December. 

On 1st December, the following report was received from 
the West of Scotland Clinical Research Laboratory : — " It is 
a carcinoma of the glandular type — a malignant adenoma. 
The section consists of masses of columnar epithelium, set in 
distinct acini, like tubular glands, in a very scanty fibro- 
cellular stroma. Much of the epithelium is swollen and 
vacuolated, but in parts it is well-preserved. In the latter 
are to be seen numbers of the so-called cancer bodies — round, 
clear bodies, with a stained point like a small nucleus, mostly 
in the basal parts of the cells." 

On 15th December vaginal hysterectomy was performed by 

VOL. I. I 



66 REPORTS OF MEETINGS. 

Dr. Jas. A. Adams and myself. Ligatures were used — silk 
and gut — and there was very little bleeding. The appendages 
were left, as they seemed to be quite healthy. As will be seen 
from the uterus, the cervix is quite free from disease over the 
whole of its extent, but in the body the whole of the endo- 
metrium is involved — ^not uniformly, but in masses, protruding 
into the cavity. The walls are free from the disease so far as 
the naked eye can discern, but are thickened antero-posteriorly. 
The patient made an uninterrupted recovery ; the temperature 
in the mouth never rising so high as 101°. The discharge 
continued till the silk ligatures were passed — about the 
sixteenth day — when it almost suddenly ceased. I examined 
her on the 21st January, 1898, and have noted as follows : — 
" The roof of the vagina is completely closed in by a line of 
cicatrix, quite smooth and soft, and with a shallow dimple in 
the middle. Her appetite is good, and she sleeps well, the 
general health being better than it has been for two years." 

Dr. Edgar said that Dr. Sloan deserved the thanks of the 
Society for bringing the case before them, as the condition 
was rare. Curetting had made the diagnosis certain. It was 
desirable to get all curettings examined microscopically. He 
referred to two cases, however, which had been examined in 
this way, and were reported by a pathologist b& adenoma 
malignum, but bleeding had not recurred, and the operation 
was postponed for a time, the patients being kept under 
observation. With regard to the result of the operation, he 
could tell of one case in which no stitches were put in the cut 
surface, and in five days, on removal of the tampon, the 
aperture left only admitted one finger. 

Dr. W. L. Reid said there could be little doubt about the 
nature of the case, even from the naked-eye appearance. He 
fancied that hardly any medical man would in these days say 
positively there was no cancer in any case. By far the best 
plan was to dilate and curette. He would have liked to hear 
more details about the operation. He had had lately a 
number of vaginal hysterectomies, and two or three of them 
had been very difficult. The burning question with him was 
when he ought to operate. A week ago, a case he had expected 
to be very difficult, turned out to be easy. In a previous case, 
which he thought likely to give little trouble, the disease was 
found to extend through the cervix and implicate the base of 
the bladder. 

Dr. Balfour Marshall said that the history of the case 
described by Dr. Sloan was pretty typical, haemorrhage 
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occurring after the menopause, and a discharge that was 
purulent but not evil-smelling. He then referred to the 
microscopic appearances, and said that he had put on the table 
four sections of different forms of carcinoma by way of con- 
trast with the specimen shown. It had become a maxim with 
him that copious haemorrhage after the menopause was to be 
treated as carcinoma. Diagnostic scraping was the correct 
thing to do. There was no diagnostic value in the easy 
dilatation of the cervix. He had seen cases of malignant 
disease when the dilatation was by no means easy. He used 
a thin probe-sound which detected the slightest irregularities 
of the internal surface of the uterus. He also laid stress on 
the almost indefinable soft feeling of the uterus. 

Dr. Sloan, in reply, admitted that no man was justified 
in saying there was no cancer. He had not described in 
detail the steps of the operation, as it was so often done now, 
and they had had no difficulty. He had found it easier to 
bring the fundus through Douglas' pouch by his fingers than 
by the volsellum. He emphasised the importance of examining 
the scrapings. He xjould not help attaching importance to the 
ease of dilatation. 



v. — FOUR CASES OF ECLAMPSIA, IN WHICH TINCTURE OF 

VERATRUM VIRIDE WAS USED. 

By Dr. Sloan. 

Case I. — Dr. Andrew S. Tindal, with whom I saw this 
case, has kindly given me the following report of it : — Mrs. 
A. K. T., set. 28 years, primpara, became ill about 3 P.M. on 7th 
August, 1897. First seen about 9.35 P.M., when the second 
stage was well advanced. The head was in the first position, 
with the occiput well down to the perineum. 

The patient was very quiet, but the labour pains were 
strong and frequent. About ten o'clock the nurse gave the 
alarm that something was wrong, and the patient was found 
to be in a severe general epileptiform convulsion. Chloroform 
was at once given, and delivery rapidly effected with the 
forceps. The child was slightly asphyxiated, but was easily 
brought round. During the delivery, the perineum was torn 
for about half an inch. The placenta came away in about 
seven to ten minutes, assisted by expression. There was a 
fairly good discharge of blood during the third stage. The 
placenta was perfect when floated on water. The perineum 
was stitched with silkworm gut, and the parts cleansed with 
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biniodide solution. The patient became partly conscious 
during the stitching of the perineum, and gradually became 
quite sensible. The uterus was kept firmly under control by 
the hand for nearly an hour, as a matter of precaution. The 
patient complained of slight headache, but chatted quite 
sensibly when spoken to. 

A full hour after the birth, a second convulsion, lasting 
about five minutes, came on. All the convulsions were 
general, and typically epileptiform, the Jacksonian form being 
absent. There was an interval of one hour, when the next 
convulsion took place. Between the next two convulsions 
there were intervals of seventy -five minutes. 

The patient was put on — 

B. — Potass, bromid., .... 30 grs. 
Chloral hyd., 10 grs. 

SiG. — To be given every two hours. 

This had little effect, as there were two fits within an hour 
of one another. The patient was now unconscious in the 
intervals between the fits, and was made to swallow with 
difficulty. 

The patient's condition getting more serious, Dr. James 
Hamilton was asked to see the patient, in consultation, about 
5*30 on Sunday morning. The tenth of a grain of pilocarpine 
was given hypodermically, and the skin acted fairly well. The 
urine was drawn off, and found to be loaded with blood. The 
convulsions continuing, the pilocarpine was repeated with a 
one-seventy-fifth grain of hyoscine. On this occasion the skin 
failed to act, and the hyoscine had no calming effect. During 
the day the patient was constantly watched, and chloroform 
was administered on the approach of a convulsion. The con- 
vulsions ceased about 5 on Sunday afternoon, the patient 
remaining comatose, with stertor, high-tensioned pulse of over 
140 and regular, and temperature varying between 102° and 
104° F. 

Throughout Monday, the 9th, the patient's condition 
remained in statu quo, and at 4*30 p.m. she was seen, in 
consultation, by Dr. Samuel Sloan. At 4*38 p.m. the 
pulse was 144, and 15 minims of tinct. veratri viridis were 
injected hypodermically. Fifteen minutes later the pulse 
was 120, softer, and the stertor less marked. A second 
hypodermic of 15 minims was then given. At 5*12 p.m. 
the pulse was still 120, when 20 minims were injected. 
At 5*30 P.M. the pulse was 88, and very soft, and, as there 
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was sickness and retchinjjf, it was decided to do nothing for an 
hour. At 7*5 P.M. the pulse was 84, regular, but of very low 
tension. There was no stertor, and the temperature was 
102*2° F. The condition remained much the same till about 
10 P.M., when the breathing became laboured, and the lungs 
were full of moist rales. The cardiac rhythm was markedly 
irregular, and the pulse very small. The patient died at 11 
P.M., the respiration being continued after the pulse. The 
question of venesection, injections of morphia, and hot packs 
was discussed, but negatived. 

Case II. — Mrs. J. was seen by me with Dr. Robertson, 
Dumbarton, on 17th August, 1897. She was seven months 
gone in her first pregnancy, and the urine M^as highly 
albuminous. She had had four convulsions in all, the last 
one at 10 A.M., about three hours before my visit. The pulse 
was hard and frequent, and hypodermic injection was given of 
15 minims tinct. veratri viridis. Dr. Robertson reports that 
the pulse became slower and softer ; and, there being no more 
convulsions, he gave no more injections. She was confined on 
19th September of a stillborn macerated foetus. 

Case III. — Mrs. R. F., primipara, confined at full term on 
21st September, 1897. There had been slight albumen in the 
urine for several weeks before confinement. This was treated 
by compound jalap powder, restricted diet, wet compresses to 
the loins, and bromide of potassium internally. Her labour 
was severe and prolonged. The pulse rose very high — about 
130 — and the patient was becoming "dazed," and her hands 
were observed to twitch. First one and then another hypo- 
dermic injection of 15 minims of tinct. veratri viridis was given. 
The pulse fell, and the twitching ceased. The patient after a 
short time expressed herself as having felt "very queer" 
before the injections, but "quite diflerent" after, and she 
looked it. No convulsions occurred, and her subsequent 
recovery was excellent. 

The next is a non-puerperal case. 

Case IV. — Mrs. P., aet. 47, was seen by me in consultation 
with Dr. Kennedy, Bearsden, on the evening of 3rd December, 
1897. She was suffering from cirrhosis of the kidney. There 
was only a slight amount of albumen in the urine, and the 
specific gravity was 1010. Tube-casts were present, granular 
and fatty. She had had left hemiplegia six months before 
the date of my visit. Convulsions came on suddenly on the 
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evening of the 3rd, the last one being at 8*30 p.m. I found the 
patient, at 9 p.m., comatose, and with a pulse of 108, full and 
hard. We then gave her by hypodermic injection 15 minims of 
tinct. veratri viridis. At 9*15 the pulse was 98, and softer ; at 
9*20 another injection of the same amount was given. The 
pulse at 935 was 93 ; at 9*50 it was 86, and soft. The patient 
was now perfectly conscious, and feeling so well as to wish to 
rise. Dr. Kennedy, eight days after, reports that within one 
hour after I left the pulse had fallen to 40, though the patient 
seemed as well as when her pulse was 86. He then gave 
three teaspoonfuls of whisky. Vomiting followed. The 
whisky was repeated, and the pulse was, one hour later, 72. 
It had practically remained so since, and the patient had 
been " very well." On the 4th of this month (January) the 
report is — " Very well since." 

I am sorry that these notes are so incomplete, but I have 
thought them worth presenting as they are. Note, first, 
that no convulsions appeared in any of the cases after the first 
dose of the drug ; second, that, in every instance, the pulse 
diminished in frequency and in tension. I think the following 
deductions are justifiable from even so small a number of 
cases : — 

1. That veratrum viride is a powerful or a dangerous drug, 
according to how it is used. 

2. That it can be relied upon, if it is pure, to reduce the 
force and frequency of the pulse where these are abnormally 
high. 

3. That it may prove of signal service as a preventive of 
eclampsia, in cases where such a calamity is threatening. 

4. That it is safe to predict that the pulse will fall much 
lower than it has done fifteen minutes after an injection. 

I shall therefore, in future, allow thirty minutes to pass 
before repeating the dose ; and shall, as a rule, give no more 
than two injections within two hours. 

Dr, W, L. Reid said that he presumed that not many had 
had the chance of giving veratrum viride large trial. He had 
tried it first in 1887, and he thought he had killed his patient, 
so great was the effect of the drug. If the pulse were reduced 
below 60 there would certainly be no more convulsions. He 
had gradually, by increasing experience, come to have confi- 
dence in its use. Dr. Sloan had put it wisely. Half an hour 
was a safer interval, and after the second dose they should 
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wait for some time. It was a treacherous drug. He would 
now use a small dose — 10 minims to begin with — and give it 
more frequently. 

Dr, Balfour Marshall said he had no experience of the use 
of veratrum viride. He had never been induced to depart 
from chloroform, for which as much could be cUximed. He 
had kept up chloroform in one case for thirteen hours. 
Veratrum viride had the power, if given continuously, of 
exciting motor cells, and would thus cause convulsions. Dr. 
Sloan had erred on the side of heroic doses. The first case 
looked as if she had been poisoned ; 50 minims had been given 
hypodermically, and sickness and vomiting had followed. In 
another case a drop in the pulse-rate to 40 had been noted. 
He had never heard it mentioned, nor seen it used, during two 
years of residence in Germany, nor was it mentioned in the 
special literature or text-books of England. If he used it at 
all, it would be in smaller doses, and he would wait longer 
before giving additional doses. The hot pack was one of the 
most advantageous means of treatment. Two doses of pilocar- 
pine had been given in one case. This was a dangerous drug 
to use, and he had noted that in this case there had been 
moist r&les in the chest. He would depend on the hot pack, 
early and complete evacuation of the bowels by castor oil or 
other drug, and chloroform and chloral. 

Dr. Jardine had had a little experience of veratrum viride. 
He found that the Americans never now give less than 30 
minims (equal to 60 minims of our solution). It had been 
used in the Maternity Hospital. In one case there was 
improvement during the first twenty-four hours, but she 
became worse afterwards. He gave 30 minims of the 
BHtish Pharmacopoeia solution, and also injected a saline 
solution into the left axilla. The hot pack was used, and 
the patient drank large quantities of fluid. 100 to 150 oz. 
of urine were passed, and the pulse fell from 115 to 76. 
Another patient got it. She had complete suppression of 
urine, and died. 

Dr. J. Govlson Howie had had several cases of eclampsia, 
and had seen the advantage of the hot pack, followed by 
linseed poultices round the loins, chloral in enema (40 grains), 
chloroform, and repeated injections of morphia. 

Dr. Sloan, in reply, said there was still much to learn about 
veratrum viride. As a result of his experience, he would give 
big doses, and not frequently. 
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Meeting V. — 23rd February, 1898. 



The President^ Dr. Malcolm Black, in the Chair, 

I. — THE PATHOLOGY OF ANTE-NATAL LIFE. 
Br Dr. J. W. Ballantyne. 

By the invitation of the Society, Dr. J. W. Ballantyne, 
Edinburgh, delivered an address on "The Pathology of 
Ante-natal Life" {vide Appendix, p. 107). The address 
was illustrated by numerous drawings in black and white 
and in water-colour. 

Drs. W. L. Reid, Samuel Sloan, Malcolm Black, Gunn, Howie, 
West, and Marion Gilchrist afterwards made remarks on 
special points, and gave expression to the meeting's apprecia- 
tion of the address. 



IL — FOETAL MONSTROSITIES. 

The following specimens, drawings, and photographs of the 
different types of foetal monstrosities were exhibited by some 
of the Fellows of the Society : — 

Dr. John Edgar — (1) Two omphalosite monsters — (a) 
paracephalus, (b) acephalus; (2) two anencephali, one complete 
and the other incomplete ; (3) exencephalus ; (4) exomphalos ; 
(5) encephalocele ; (6) thoracophagus. 

Dr. G. Ernest Fortune — Ectrodactyly — arrested develop- 
ment of the fore-arm and hand^the fingers being represented 
by five bud-like projections at the end of a conical stump 
representing the fore-arm. A skiagram of the deformity 
showed arrested development of the radius and ulna, and 
complete absence of all the bones of the carpus, metacarpus, 
and fingers. The specimen was obtained post-rtiortem from 
an adult male. 

Dr. Robert Jardine — (1) Drawings and a specimen of a 
six months* foetus showing intra-uterine amputation of one 
foot and deformity of the other foot and of both hands; 
(2) a pen and ink sketch and a skiagram of the right arm of 
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a female child a month old, already shown at the first meeting 
of this session (see p. 42). 

Dr. John Lindsay showed (1) a celosomian monster (calf) ; 
(2) part of the skeleton of a double monster (calf); (3) arrested 
development of lower jaw (pig) ; (4) ovarian pouch (wombat) ; 

(5) various drawings and photographs. 

Dr. a. W. Russell — Hydrocephalus with great thickening 
of the neck, due to extreme flexion of the cervical part of the 
spine. 

Dr. Russell also showed from the Western Infirmary Museum 
(selected by the courtesy of Dr. L. R. Sutherland) (1) anen- 
cephalocele; (2) encephalocele ; (3) encephalocele, fissure of 
thorax and abdomen, adhesion of amnion, double club foot, 
&c. ; (4) siren malformation ; (5) extreme hydrocephalus, &c. ; 

(6) congenital diaphragmatic hernia; (7) giant growth with 
fusion of toes ; (8) casts of malformed hands and feet. 

Dr. Gemmill Thomson showed an armless child. 

Dr. J. Thomson West showed a diprosopus, and gave the 
following notes of the ca^se : — 

Mrs. L., aged 43; eighth pregnancy; last menstruation 
seven months previous to illness ; former labours normal, at 
full time, children healthy, no miscarriages. Complained of 
pain over lower part of belly, aggravated on coughing and 
deep inspiration. Examination revealed abdomen distended 
greatly (circumference, 56 inches) by a large rounded fluctu- 
ating tumour, over the surface of which distinct crepitation 
could be felt, apparently due to the peritoneal surface of the 
uterus being inflamed. Per vaginam, os dilated slightly; 
cervix greatly thinned out. Ballottement very evident. 
Ordered morphia, J gr. Labour came on twenty-four hours 
later ; pains regular, os dilated. Tense bag of water is felt, 
with head of child presenting. Ballottement still very evident. 
On rupturing the membranes, a large quantity of water 
escaped, which was caught and measured 12 pints. The head 
still remained above the brim, and, being unable to diagnose 
the presentation, I introduced my- hand into the vagina, and 
thus was able to make out two' faces. As the case made no 
progress, the forceps was applied, and the child was delivered 
by gentle traction. 
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Meeting VI. — 30th 'March, 1898. 



The President, Dr. Malcolm Black in t/ie CItair. 

New Fellows. — Drs. John T. Maclachlan and Jane Boyes 
were elected Fellows of the Society. 

I. — FRESH SPECIMEN. 
By Dr. Johnston. 

Dr. Johnston showed an incomplete rupture of the uterus 
from a case of contracted pelvis. 

IL — ASEPTIC MIDWIFERY. 
Bt Dr. Malcolm Black. 

Dr. Black's paper will be found in Appendix, p. 125. 

Dr. Edgar pointed out that while the mortality from septic 
infection in the puerperium was very small, the morbidity was 
extremely high. He mentioned that of the cases treated in 
the Samaritan Hospital during 1897, 60 per cent were directly 
or indirectly connected with injury or infection at the time of 
labour or during the puerperium. He thought two vaginal 
examinations quite sufficient, one when the accoucheur arrived, 
and the other at the time of rupture of the membranes. 
He also referred to the frequency of a vaginal discharge 
being present during pregnancy, and the means that should 
be used to remove this if pathogenic micro-organisms were 
found in it. 

Dr. Sloan spoke specially of the precautions to be attended 
to in private practice. He strongly advocated aseptic as 
contrasted with antiseptic midwifery. Regarding the care 
of the patient before labour, he strongly insisted on attention 
to the general health, and careful washing of the external 
organs of generation in a warm bath with some boracic acid 
in solution. If there was vaginal discharge, the douche 
should be used; and if endocervicitis, carbolic acid should 
be carefully applied to the cervix. 

Dr, Munro Kerr referred especially to the morbidity as 
contrasted with the mortality. He mentioned precautions 
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taken in the out-door practice of the Maternity Hospital. The 
cleansing of the hands and of the external genitals of patient 
was much the same as in hospital, and had been already 
described by Dr. Black. He also showed temperature and 
pulse charts of fifty-two consecutive cases treated in the 
West-End Branch of the Maternity Hospital. 

1. In 71 per cent the temperature never rose above 99°, 
except in six cases where it once reached a point between 
99° and 100°. 

2. In 10 per cent the temperature, on three or four occasions 
at most, rose as high as 100°, but was otherwise normal. 

3. In 19 per cent there were distinct evidences of febrile 
disturbances from time to time, although never the least 
severe. The more complicated the labour and the more it 
was interfered with by vaginal manipulation and operations, 
the more fiequent were the rises of temperature in the 
puerperium. 

Dt, Oliphant and Dr, Alex. Miller also took part in the 
discussion. 

III. — A CASE OF ECLAMPSIA TREATED WITH VERATRUM VIRIDE. 

By Dr. E. Arthur Gibson. 

Mrs. W., sdt. 24, primipara, eight months pregnant, was seen 
by me on Saturday, 5th February, 1898, about 5 P.M., in the 
absence of Dr. Gait, whose patient she was. The history I 
got, which was afterwards corroborated by Dr. Gait, was as 
follows : — 

She had felt quite well till the previous Wednesday, when 
she suffered from sickness, vomiting, and headache. On 
Thursday morning at 1 o'clock, without previous warning 
except that she had not slept, she had a convulsive fit, which 
lasted about ten minutes, and during which she lost conscious- 
ness. Dr. Gait was called, but by the time he arrived she had 
recovered. He ordered her a mixture of tinct. ferri perchlor. 
and infus. buchu, as her urine was very scanty, and on boiling 
with acetic acid was almost solid. During Thursday she was 
fairly well, and she slept well on Thursday night. She 
remained well till Friday night, when she began to suffer 
again from severe headache which prevented her from sleeping. 
On Saturday forenoon she had another seizure, which com- 
menced by staring and went on to general convulsions, and 
lasted about the same time as the first. 

Labour pains, which had hitherto been absent, set in, and 
I saw her about 5 p.m. Her condition then was : — Face very 
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waxy and eyelids puffy; occipital headache; deafness, especially 
in left ear ; and she seemed very stupid. However, by shouting 
she could be got to understand and answer. Her bowels had 
been twice moved by purgatives that day. Pulse was 110, 
temperature normal. Per vaginam, the os uteri was the size 
of a sixpenny piece. 

I resolved to try verat. virid., but before doing so I waited 
to see if there were likely to be any more fits. At 7*16 p.m. 
she had another seizure, which began by patient staring at 
the foot of the bed, followed by muscular twitchings. It only 
lasted five minutes, and she did not lose consciousness. At 
7'30 she had a hypodermic injection of 16 minims of B.P. 
tinct. verat. virid., her pulse being then 110 per minute and 
very hard. At 7*35 (i.e., 5 minutes after the hypodermic) 
her pulse was unchanged ; at 7*40 (i.^., 10 minutes after the 
hypodermic) her pulse was still unchanged ; at 7*45 (i.e., 
15 minutes after the hypodermic) her pulse was 80 and much 
softer; at 750 (i.e., 20 minutes after the hypodermic) her 
pulse was 52 and still softer; at 7*55 (i.e., 25 minutes after 
the hypodermic) her pulse was still 62, and patient became 
very sick and vomited. Sickness and retching lasted till 8*15 
(or 45 minutes after injection), when her pulse was 60, but 
this I judged to be due to the retching, &c. At 8*25 (i.e., 
55 minutes after the injection) her pulse was 46 and very weak 
— in fact, so weak that she was almost pulseless. She vomited 
again, but was so weak that she could scarcely raise her head. 
She fell asleep at 8*35 ; at this time her pulse still remained at 
46. She slept till 9'50, when she felt much better and looked 
it. Her pulse was then 49, but of much better quality than it 
had been an hour previous. The os uteri was now the size of 
a shilling. She slept till eight next morning, when strong 
labour pains set in, and on Dr. Gait visiting her at 10 o'clock 
he found the membranes dilating the vulva. Her pulse was 
then 112, and of fair quality. He gave a hypodermic of 
10 minims tinct. verat. virid., but this was not followed by 
much reduction in the pulse-rate. A still-bom child, which 
had evidently been dead for some days, was bom naturally 
half an hour later. 

The special points to which I wish to draw your attention 
are: — 

1. The dosage. From what I have said above, it will be 
evident that 15 minims of the B.P. tinct. is as large a dose as 
I should be inclined to give. Indeed, the effect on the blood 
pressure was even more marked than on the pulse-rate. 

2, With regard to the time that the drug took to act, Its 
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full effect was not prociucsed till 65 niinutes from the time 
of injection, and the eiTect was manifest for 2 hours and 
20 minutes, calculated from the time the hypodermic injection 
was given. 

3. No convulsion took place after the drug was adminiatered. 

4. The effect of the smaller dose, given by Dr. Gait when 
labour waa nearly completed, was comparatively slight. 

The after history of the case waa uneventful. She made 
an uninterrupted recovery, the albumen being absent from 
the urine within three days after labour. 



IV. — CASE OF SUPERNUMERARY MAMMA. 
Dr. £. Arthdk Gibson. 

The phot<^aph which I show was taken by Dr. M'Gregor, 
of Ayr, from a patient of hia whom I saw with him. 

The patient, a girt of 17 years, was confined of a premature 
child who lived only three days, and it was after the death of 
the child, when the breasts began to get distended, that she 
called Dr. M'Gregor'a attention to the fact that she had a 
" lump" in her left armpit which had suddenly much increased 
in size and become painful. She stated, however, that there 
had been a "lump" there since ever ahe remembered. 
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As will be seen from the photograph, the supernumerary 
mamma is situated rather on the anterior axillary border 
than in the axilla. It has no nipple, and measures 2^ inches 
across by 3 inches long, is much distended, and has dilated 
veins over it. It is completely separated from the mamma, 
and the milk could not be expressed from it into the breast. 
To the touch it was similar to a lactating mamma. Under 
the application of belladonna and glycerine it subsided at the 
same time as the milk left the breasts, and then measured 
If inch across by 2 inches long. Two months afterwards it 
remained at this size. 

As the photograph shows, the breasts are remarkably large 
for a girl of that age, and have the areolas well marked. 



Meeting VII.— 27th April, 1898. 



Tlte President, Dr. Malcolm Black, in the Chair. 

A year's work at the GLASGOW MATERNITY HOSPITAL. 

Br Dr. Robert Jardine. 

Dr. Jardine's paper will be found in Appendix, p. 136. 

Dr, E, Arthur Gibson expressed surprise at the few cases of 
septicaemia noted in the report, and referred to the greater 
number observed during his time as house surgeon, in many 
of whom the infection had occurred before admission to the 
hospital. 

Vr, Jane Henderson wondered that with so many cases 
of rachitic deformity of the pelvis the operation of sym- 
physiotomy had never yet been performed in Glasgow. She 
referred to the excellent results of M. Pinard in this operation. 

Dr. J, M, Munro Kerr referred to the great diflSculty in 
distinguishing enteric fever when it occurred in the puerperium 
from septic infection, as the temperature and motions often 
presented somewhat similar features, and the spleen was 
generally enlarged during pregnancy and the puerperium. 
Vaginal fixation seemed certainly to complicate very much a 
subsequent labour, as could be seen in a paper on the subject by 
Strassman, of Berlin, published about eighteen months ago. 

Dr. Ounn was very doubftul if the case Dr, Jardine had 
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mentioned of menstruation in an infant on the third day could 
be really called menstruation. He wa^ inclined to think that 
it was simply a vaginal discharge. 

Dr, J, Coulaon Howie spoke of the benefit of lactopeptine 
in the vomiting of pregnancy, and the advantage of giving 
alkalies in cases of albuminuria. 

Dr. John Lindsay, referring to the work described in 
Dr. Jardine's report, said that students did not take sufficient 
advantage of the opportunities that Glasgow offered for the 
study of midwifery. 



Meeting VIII.— 25th May, 1898. 



The Senior Vice-President, Dr. A. Miller, in the Chair. 

IS THERE ROOM FOR IMPROVEMENT IN OUR PRESENT MODE OF 
CLINICAL INSTRUCTION IN MIDWIFERY? 

By Dr. John Edgar. 

Dr. Edgar's paper will be found in Appendix, p. 159. 

Dr. Alex. Robertson said he had come to hear rather than 
take part in the discussion, but he had pleasure in responding to 
the invitation of the Chairman to say something. He felt the 
force of much that Dr. Edgar had said. The whole question 
hinged very much on the fact that the Maternity Hospital was 
so cramped for room for patients and for nurses, as well as 
for such special purposes as isolation and residential quarters 
for students. K the Society could formulate some conclusions 
it might be a valuable help, and might encourage the directors. 
He thought that the extension of the present building and 
the addition of a residential building were the most probable 
lines of improvement. 

Dr. Samuel Sloan said this had been a subject of great 
interest for a very long time. Clinical teaching years ago was 
at a very low ebb. He was the prime mover in getting the 
out-door surgeon appointed. He did not think much further 
improvement was to be expected until the General Medical 
Council compelled examinations in clinical midwifery. There 
was great difficulty when so many students came up for 
instruction and examination; but some method might be 
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devised to meet this dificulty, e.g,, balloting for a certain 
number for such an examination. The quality of the teaching 
was more important even than the quantity. It was not to be 
expected that the house surgeon would always do the thing well. 
The facts of the students' attendance ought always to be 
definitely ascertained. He (Dr. Sloan) believed that in-door 
instruction was not so good as out-door. Frequent examination 
was safer in the out-door than in in-door work. It was 
good for students to attend a few cases before taking 
their lectures. He was sorry that the five years' course was 
not being properly utilised for such purposes as clinical 
midwifery. 

Dr. 0, Balfour Marshall said that Dr. Edgar's model, in 
many things, seemed to be the Rotunda Hospital. He wished 
to bring under their notice some points of German teaching, 
e.g,, abdominal palpation, and the observation of patients for 
months before labour, as in Professor Schultze's clinique, the 
precautions observed and rules insisted upon with regard to 
internal examination. The students at such a clinique were 
well watched and well drilled. He believed that if the work 
at the hospital, with the material it possessed, were made 
sufiiciently attractive, they would get men and fees. 

Dr, J. Goulson Howie said that residence at a maternity 
hospital was a very important point, and he pointed out the 
advantages of such an arrangement at the Rotunda Hospital. 
The house surgeons should be men of greater experience. He 
commended the idea of a committee to consider the question. 

Dr, Gunn considered that something should be done through 
the examination to secure the needed reform. 

Br, Marion Gilchrist pointed out from her own experience 
the defects of the present teaching as regards women students. 
They had to go out, not with a qualified medical officer, but 
with a nurse to their first two cases, and afterwards attended 
alone. There was no in-door teaching for them. The teaching 
in Glasgow and that obtained in the Rotunda Hospital could 
not be compared. It was not the teacher, but the system that 
was bad. There were two questions to be considered in such 
a discussion as this — the teaching of the students and the 
interests of the patients. The latter must never be lost sight 
of. No students should be allowed to attend cases without 
some preliminary teaching. It should be compulsory for a 
student to take a month's training in an hospital before 
qualifying, and the difficulty as to a clinical examination 
might be overcome by demanding that every student should 
show a certificate from an obstetric physician that he or she 
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had taken the proper advantaore of such a course. There 
was no reason why there should not be two good maternity 
hospitals in Glasgow. 

Dr. Sloan suggested that Dr. Robertson, as a Maternity 
Hospital director, should note Dr. Gilchrist's remarks as to 
the absence of provision for lady students. 

Dr, Adamson said that instruction in midwifery had as yet 
been usually a matter of individual enterprise on the part of 
the student, and this was not a bad thing in itself. He believed 
that the rarer conditions and emergencies met with in mid- 
wifery practice would be best treated in a post-graduate 
course of instruction. 

Dr. Jardine believed there was great room for improvement 
in teaching, but it was heart-breaking work. He had offered 
to teach students, and had fixed Saturdays, but men had not 
enough interest in the instruction to come. They might have 
here one of the finest post-graduate schools in the kingdom, 
but if this was desired the hospital must be suitably extended. 

Dr. Edgar, in reply, acknowledged the reception given to 
his paper. 

On the suggestion of some of the Fellows, it was proposed 
that a committee, consisting of the President, Secretary, and 
Drs. Edgar, Marshall, and Marion Gilchrist, should further 
consider the subject and prepare a memorial for presentation 
to the directors embodying the views expressed during the 
discussion. 
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THE JUBILEE OF ANAESTHETIC MIDWIFERY.^ 

By a. R. SIMPSON, M.D., 
Professor of Midwifery in the University of Edinburgh. 

Mr. President and Gentlemen, — My first duty in meeting 
you to-night is to offer you my hearty thanks for the 
distinction you have conferred on me in electing me as your 
honorary president. It is a high honour to preside over a 
Society which, though young in years, has already made 
valuable contributions to the progress of obstetrics and 
gynaecology, and it affords me peculiar gratification to be 
brought into this pleasant relationship, alike with the younger 
workers in the field and with the older obstetricians whose 
friendship I had the happiness to gain during the years when 
I was a practitioner of medicine in Glasgow from 1865 to 1870. 
I am well disposed to believe that these former friendships 
have conspired with your generous appreciation of what work 
I may have done, or encouraged younger men to do, in leading 
you to pay me this welcome compliment. But whenever I am 
called to occupy the presidential chair of an obstetrical society, 
it always comes back to me that there's more in a name than 
Shakespeare's lovelorn Juliet was willing to allow; and I 
have fancied that some of you thought it fitting that the session 
that should see the lubilee of anaesthetic midwifery should 
have a Simpson for Its honorary president. So, though the 
subject has been already treated very ably and appropriately 
by Dr. Ballantyne in his inaugural address to our Edinburgh 

^ Read on 19th January, 1897. 
VOL. I. A 2 
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Obstetrical Society, you may desire that I should still take it 
as the topic of my dissertation now. 

The Fibst Anaesthetic Laboub. 

I proposed to your secretary to meet you to-day, because it 
was on a Tuesday, the 19th of January, fifty years ago, that 
J. Y. Simpson first made a woman in labour breathe the 
vapour of sulphuric ether and delivered her in her sleep. The 
case and its results were stated publicly on the following day 
— ^first to his class in the University, and later in the evening 
to his brethren in the Obstetrical Society. In the' February 
number of the Edinburgh Monthly Jowmal for Medical 
Science some details were published ; and in " Notes on the 
Inhalation of Sulphuric Ether in the Practice of Midwifery" 
which appeared in the March number of that Jov/mal, it is 
more fully recorded thus : — 

"The first case in which I employed the ether vapour 
occurred on the 19 th of January. The pelvis of the mother 
was greatly contracted in its conjugate diameter from the 
projection forwards and downwards of the promontory of the 
sacrum ; the lumbar portion of the spine was distorted, and 
she walked very lamely. The present was her second con- 
finement. Her first labour had been long and difficult; she 
began to suffer on a Monday, and, after a protracted trial of 
the long forceps, was at last delivered by craniotomy late on 
the subsequent Thursday night. Even after the cranium had 
been fully broken down, a considerable time and much traction 
had been required to drag the diminished .and mutilated head 
of the infant through the contracted brim of the pelvis, and 
she was long in recovering. Contrary to the urgent advice of 
her medical attendant, Mr. Figg, he was not made aware of 
her present or second pregnancy till she had arrived at nearly 
the end of the ninth month. It was thus too late to have 
recourse to the induction of premature labour, which had been 
strongly pressed upon her as the only means of saving her 
child, should she again fall in the family way. The pains of 
her second labour commenced in the forenoon of the 19th. I 
saw her with Mr. Figg at 5 o'clock in the afternoon, and 
again at 7 o'clock. The os uteri was pretty well dilated, the 
liquor amnii not evacuated, the presenting head very high, 
mobile, and difficult to touch; and a pulsating loop of the 
umbilical cord was felt floating below it in the unruptured 
bag of membranes. 

" From 5 to 9 o'clock the pains seemed only to push the circle 
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of the OS uteri further downwards, without increasing its 
dilatation or making the head in any degree enter into the 

rlvic brim. Assisted by Dr. Zeigler, Dr. Keith, and Mr. Figg, 
shortly after 9 o'clock made the patient inhale the ether 
vapour. As she afterwards informed us, she almost immedi- 
ately came under the anodyne influence of the ether. But in 
consequence of doubts upon this point, its use was continued 
for nearly twenty minutes before I proceeded to turn the 
infant (as I had previously predetermined to do). A knee was 
easily seized, and the child's extremities and trunk readily 
drawn down ; but extreme exertion was required in order to 
extract the head. At length it passed the contracted brim . 
with the anterior part of its right parietal bone deeply indented 
by pressure against the projecting promontory of the sacrum, 
and the whole cranium flattened and compressed laterally. 
The infant gasped several times, but full respiration could not 
be established. The transverse or biparietal measurement of 
its head, at the site of the indentation, was, in its compressed 
state, not more than 2^ inches. Hence we judged the conjugate 
diameter of the pelvic brim not to exceed this. The infant 
was large, and rather above the usual size. It weighed 8 lb. 
On afterwards examining the head and removing the scalp, no 
fracture could be found at the seat of the indentation. The 
thin parietal bone had merely bent inwards.^ 

" On questioning the patient after her delivery, she declared 
that she was quite unconscious of pain during the whole period 
of the turning and extracting oi the infant, or, indeed, from 
the first minute or two after she first commenced to breathe 
the ether. The inhalation was discontinued towards the latter 
part of the operation, and her first recollections on awaking 
were * hearing,' but not * feeling,' the head of the infant 'jerk ' 
from her (to use her own expressions), and subsequently she 
became more roused by the noise caused by the preparation of 
a bath for the child. She quickly regained full consciousness, 
and talked with gratitude and wonderment of her delivery, 
and her insensibility to the pains of it. Next day I found her 
very well in all respects. I looked in upon her on the 24th 
(the fifth day after delivery), and was astonished to find her 
up and dressed, and she informed me that on the previous day 
she had walked out of her room to visit her mother. Mr. 
Figg informs me that her further convalescence has been 
uninterruptedly good and rapid." 

^ The skull and casts of the infant's head are preserved in the Obstet- 
rical Museum in the University of Edinburgh, and were exhibited at the 
meeting. 
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Inauguration of the Anaesthetic Era. 

" Abundant evidence/' Simpson had said, in publishing his 
Notes, " has of late been adduced, and is daily accumulating, 
in proof of the inhalation of sulphuric ether being capable, in 
the generality of individuals, of producing a more or less 
perfect degree of insensibility to the pains of the most severe 
surgical operations." The first public evidence of the ansBS- 
thetic property of ether had been given three months previously 
in the Massachusetts General Hospital, of Boston, U.S.A., by 
William Thomas Green Morton; and our Transatlantic brethren 
did well to choose the 16th of October last to celebrate the 
Jubilee of the Inauguration of the Anaesthetic Era in Medicine. 
For it was on the 16th of October, 1846, that Dr. Morton put 
to sleep a man on whom Dr. J. J. Warren, the senior surgeon 
of the hospital, operated for a vascular tumour under the jaw 
with complete success. Mr. Morton was a dentist, on whom 
some years later the Washington University of Medicine in 
Baltimore worthily conferred the honorary degree of M.D. 
Mr. Horace Wells, of Hartford, Connecticut, who had had 
Morton first as a pupil and afterwards as a partner in his 
profession, had demonstrated two years earlier that insensibility 
to pain could be produced by the exhibition of nitrous oxide 
gas, sufficient to admit of painless tooth-pulling ; but he failed 
to satisfy the Boston surgeons of the possibility of its syste- 
matic employment either in dentistry or general surgery. Dr. 
Charles Thomas Jackson, professor of chemistry in Harvard 
University, had made known to Dr. Morton the virtue of 
sulphuric ether, when the latter was zealously tiying to follow 
up the experiments of Horace Wells. Unseemly disputes arose 
among them and others who claimed to have forestalled them. 
But as the mists of controversy cleared away, it became 
evident that to Morton belonged the chief merit of the dis- 
covery, although he had dimmed his fair fame by taking out 
a patent and trying to make a trade of it. 

It was needful that someone else should arise to convince 
alike the profession and the public of the value of ansBsthetics, 
and to secure their use in all the exigencies of practice ; and 
Sir William Fergusson was well within the mark when he 
said — " It was at least fortunate for ansBsthesia that Simpson 
took it up." Ere humanity could reap the benefit of the 
discovery, a hard battle had to be fought against ignorance, 
apathy, and prejudice, and James Young Simpson was the 
protagonist in the scene. 
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The Hero in the Strife. 

The story of his life may be read in full in the excellent 
MeTtioir written in 1873 by his learned friend, Professor 
Duns, or in the more recent vivid sketch in the series of 
Famous Scots, from the pen of his talented daughter. The 
earliest notice of him occurs curiously enough in the first of 
two volumes, which I show you now, containing a record of 
all the cases of midwifery that occurred in the practice of Mr. 
Dawson, surgeon in the village of Bathgate in West Lothian, 
where Simpson was bom in 1811. It reads — " 275. June 7. 
Simpson, David, baker, Bathgate. Wife, Mary Jarvey, set. 40. 
Lab. nat., easy, rapid. 8th child. Son. Natus 8 o'clock P.M. 
Uti veniebam natus. Paid 10/6." 

His Forebears. 

David Simpson came of a race which in earlier generations 
furnished moss-troopers for border raids, and in more recent 
times had earned their bread by the hard toil of farmers, 
quarrymen, and other like peaceful avocations. David's father 
was a farmer, shrewd and energetic, and renowned in the 
coimtryside for his skill in the management of cattle and their 
diseases. There was a strong streak of superstition in him 
that came out in various ways. Thus, when a beggar woman 
who was wont to be wheeled in a barrow from one part of the 
parish to another had had her rest and refreshment at Slackend, 
he bade a servant lass wheel the old wife away. To his dismay 
the woman broke out, *' I'll hae nae bit hizzy like that to hurl 
me. Gaur ane o' your five braw lads gang wi' me, or it '11 be 
the waur for this hoose." He remembered that his daughter 
had sprained her ankle when the woman had been round that 
way before, and taking into his head that she was a witch, he 
whipt a sharp piece of flint out of his pocket and drew a gash 
across her brow, saying, " Ah, I see what ye're noo, ye auld 
witch; but I've scored ye aboon the braith, and my hoose 
is safe." 

If James Simpson inherited from his paternal forebears the 
tireless energy, the patient industry, the readiness for conflict, 
the resourcefulness in emergencies that were to be in him so 
signally displayed, his mother transmitted to him qualities 
that were not less needful for the great career before him. 
Along both lines happily he inherited a reverence for grckce 
and truth, a certain fearless independence of judgment, and 
that " firm resolve " which Burns apostrophises as " Thou stalk 
o' carl-hemp in man." But it was from his mother especially 
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that he drew his exquisite sensitiveness to pain and tender 
sympathy for sufferers, his rare intuition-like power of rapid 
perception, his deftness of touch, his silvery voice, and the 
magnetic attractiveness that worked like a spell on multitudes. 
For Mary Jervey was of Huguenot descent on her father's 
side, and among her maternal ancestors she counted kin with 
some of the gentlest of Scottish blood. In pai'ticular the family 
took delight in tracing back their pedigree to James Cleland 
of that ilk, who was cousin to Sir William Wallace, and one of 
his henchmen in the Scottish wars with "proud Edward's 
power," which, happier than his kinsman, he lived to see broken 
when he followed Bruce to Bannockbum. She was 40 years of 
age when she gave birth to her seventh son and youngest child, 
and she continued to suckle him till he was 3 years old ; so that 
when people would be speaking of their earliest memories he 
sometimes astonishedafitting company bysaying he remembered 
when he was weaned. 

His Boyhood. 

In Scotland a seventh son is ever an object of peculiar 
interest, and the winsome boy who occupied this place in the 
baker's house seemed at once to bring good fortune with him. 
Things began to amend in business after he appeared, and the 
sister who played for many years a mother's part to him 
proudly foretold his future greatness. As a child he must 
have been of cherubic innocence. The brother immediately 
above him in the family would tell how James came to him 
one day with great glee to show him a halfpenny that his 
quick eye had discovered under a stone in the corner of Gideon 
Street. " My, I wouldna like to be you," said David, with a 
very grave face. " Glowd-ma-grannie '11 hae put it there." 
(Glowd-ma-grannie was the nickname of the village character 
who was the terror of the small boys and the butt of the 
bigger lads of that generation in Bathgate.) " If he finds out 
wha took his bawbee, you'll catch it." The little innocent went 
and slipped back the coin under the stone, where, of course, 
David found it by and by. Probably the disappointment was 
sweetened by one or two of the sugar-balls in which the half- 
penny would be invested. That he could acquit himself well 
in boyish accomplishments may be gathered from the circum- 
stance that when he was careering on stilts once in the 
gloaming he sent old John Crawford home in a fright, 
declaring to his household that he had " seen Jamie Simpson's 
wraith fleeing yont Jervey Street." 

The head that, when it came to full development, was to be 
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described, with its long wavy locks, as " Jove-like," was already 
noted in the youth to be of extraordinary size. When on a 
visit to his oldest brother at Grangemouth, the village barber 
there cropped his hair so close that his brother went to 
remonstrate with the man, who pled that the " callant had 
sic a muckle h^id, I was daein' my best to mak' it look 
respectable." 

Student and General Practitioner. 

As in many a Scottish homestead where love reigns, some 
of the older members stinted themselves to secure the educa- 
tion of the bright young brother who was the sunshine of 
their home. He learnt so much in his native town as to be 
able to profit by two years' attendance at the arts classes in 
the University of Edinburgh, and acquired a taste for litera- 
ture, and especially such a knowledge of Latin as made it a 
delight for him in after years to hunt through all kinds of 
antique volumes to find out what had been known in former 
times on the many matters that came to engage his interest. 
For whether the subjects he treated of were more general, or 
more strictly professional, even when he was obtaining some 
new outlook and moving on to fresh lines of discovery, he was 
always eager to trace out the way along which the human 
mind had travelled ; and many of his essays thus form a store- 
house of reference for the history of their themes. 

When he had studied medicine for three years he was able 
to obtain the diploma of the Royal College of Surgeons at the 
age of 18, and was thus qualified to apply for a situation as 
surgeon to the village of Inverkip. He has said that if chosen 
he would probably have worked on there as a village doctor 
all his days. That is not at all likely, but we can well believe 
him when he says — "When not selected, I felt perhaps a 
deeper amount of chagrin and disappointment than I have 
ever experienced since that date." 

He spent a season in working sometimes with his friend, 
Dr. Girawood, in Falkirk, and more frequently with the family 
doctor, Mr. Dawson, in Bathgate. The worthy doctor was glad 
to have his aid in looking after some of his patients and 
making up their prescriptions, and occasionally got oppor- 
tunities for him to make the post-mortem examinations which 
his spirit of scientific investigation prompted him to seek. 
In one case the old doctor pointed out to him a fistulous 
opening which had resulted from a central rupture of the 
perineum during labour, and on the way home remarked that 
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it would have made a fine preparation. " I thought so," said 
his young assistant, " and iVe got it in my pocket." He had 
a woodcut made of it years afterwards to illustrate his 
lectures, and here is the preparation still. In making his 
visits in the cQuntry he took note of the antiquities and 
natural history of the district, and made a special note of a 
bed of SeTiedo aaracenicua growing at Kirkroads, near the site 
of an old Cistercian monastery — ^a plant which is said to have 
only one other habitat in Scotland. 

rerhaps his experiences revealed to him that the department 
of the healing art in which he was most defective was what 
to a general practitioner is the all-important department of 
midwifery. He had a keen scientific bent, greatly fostered by 
association with his fellow-townsman and room-mate in their 
college days, Dr. John Reid, who afterwards became Professor 
of Physiology in St. Andrews ; and, as the midwifery lectures 
were not delivered till between three and four in the afternoon^ 
he told me that, when he attended Professor Hamilton in 
1829-30, he regularly went off to sleep. Hence, when he 
returned to Edinburgh to fit himself for taking the University 
degree of M.D., he attended three of the courses of lectures, 
given by Dr. Thatcher, one of the extra-mural lecturers who 
was afterwards a rival in his contest for the chair. With this 
exception, he had given no special attention to the sphere of 
medicine with which his name was to be for ever associated, 
and at the time he attended Thatcher's lectures he was acting 
as first assistant to Dr. John Gairdner, who said of him that 
"his abilities and attention promise the most flattering 
expectations." 

His First Situation. 

The subject of the thesis which he had to submit for the 
obtaining of the doctorate, in 1832, was a pathological one — 
De causd mortis in quihvsdaTYi inflamviationibus proximd 
— written, according to the custom of the time, in Latin. This 
thesis fell into the hands of Dr. John Thomson, who had been 
appointed to the chair of pathology, founded at his own 
instance just a year previously. Professor Thomson, father of 
William and Allan Thomson, who filled with such distinction 
the chairs respectively of practice of physic and anatomy in, 
the University of Glasgow, was so strucK with the ability of the 
young graduate that he offered him the position of assistant at 
a salary of £50 a year. It was his first offer of a definite 
position and was gladly embraced. He had not only to assist 
the professor in the arranging of his museum and writing: 
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descriptions of his preparations and drawings, but also in the 
composition of his lectures. On one occasion he had written, 
at the request of his " chief," part of a lecture dealing with 
microscopic observations which were then quite novel. His 
young enthusiasm led him to write strongly of the importance 
of these researches, and of the light which the use of the 
microscope was likely to throw on various pathological 
problems. It was only ready in time for the professor to take 
into the class-room without previous perusal. Several times 
as he read the lecture to the class he looked up from his paper 
to glower at his assistant ; and when they got to the side-room 

he shook his fist in his face, saying, " I don't believe one 

word of it." But though Thomson was sceptical as to the value 
of the instrument that was to revolutionise his science, he 
had the shrewdness to recognise the rare gifts of his young 
assistant, and when he was unable to conduct his course in the 
session 1837-38, he got Simpson appointed as interim lecturer. 

Becomes Obstetrician. 

He it was who first pointed out that in the sphere of mid- 
wifery Simpson would find the most fitting field for the exercise 
of his faculties ; and, through the kindness of Dr. Moir, I can 
show you the note with which he furnished the student 
graduate when he advised him to get the profit of another 
course of the lectures of his colleague, Professor Hamilton. It 
reads : — 

" My Dear Sir, — I beg leave to introduce to you the bearer 
of this note. Dr. James Simpson, an old pupil of your own, who 
has acted as my amanuensis for a long time. He is desirous 
to attend your lectures this winter, and I shall feel particularly 
obliged to you if you wiU have the goodness to give him a 
ticket for that purpose, and shall be happy in an opportunity 
at any time of obliging you in a similar manner. — Yours 
faithfully, 

"John Thomson. 

"80 George Street, 

19th November^ 1833J' 

It was thus not till he had been for more than a year a 
graduate that he set himself earnestly to master midwifery, 
and busy though he necessarily was with pathology, by the 
time he had to read a dissertation to the Royal Medical Society 
in November, 1835, he produced a work on Diseases of the 
Pldcentay which is still a classic. In 1838 he began an 

VOL. I. B 2 
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independent course of lectures on his chosen theme, and felt so 
confident of success that as the professors entered cm one 
occasion for the "capping," which he had taken some lady 
friends to see in the University, he pointed to Prof. Hamilton 
and said, " Do you see that old gentleman ? — well, that's my 
gown." On the 4th of February, 1840, the sagacious Town 
Council gave him the right to wear it, and commissioned him 
to teach midwifery and the diseases of women and children. 
When my father told Dr. Dawson of the happy event, the old 
man only said, " It's all very well to have got his chair. But 
you know he can never have such a practice as Prof. Hamilton. 
Why, ladies have even been known to come from England to 
consult him." Happily he lived long enough to see ladies 
begin to come from the ends of the earth to consult Hamilton's 
successor. 

Professor of Midwifery. 

When Simpscm took up the duties of that chair, it soon 
became manifest that a master mind had begun to deal with 
midwifery and the diseases of women. If it has been truly 
said that " he gave a new life to Obstetric art and science," it 
may be said that as for Gynaecology he presided at its birth. 
It was born eo obstetrice. His genius showed itself (1) in his 
power of seeing things ; (2) in his power of adapting means to 
ends ; and (3) in his power of making others see what he had 
seen, and do what he had done. Let me illustrate this, first 
from the obstetric, and then from the gynaecological department 
of his work. 

Here is the cast of the head of a child which he helped Dr. 
Bums to deliver by means of Murphy's craniotomy forceps. 
After breaking up the skull he left the patient, according to 
the then common practice, to allow the uterus to recover its 
tone, and to give time for the commencing swelling of the 
passages to subside. Returning in a few hours, he found to 
his surprise that the head had already descended through the 
narrow brim, and the child was easily extracted. Surely such 
an occurence was not novel. But Simpson saw it. He saw 
that unintentionally he had fractured the occiput close to the 
foramen magnum. He reasoned that if we could in every case 
fracture the base of the skull, the extraction of the head would 
be facilitated, and he set himself to contrive the cranioclast. 
As soon as he had proved its efficacy he published an account 
of it, and, as modified by Braun of Vienna, it speedily superseded 
all previous methods of reduction of the head. 

In this jar you see a preparation of a uterus containing a 
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fibrous polypus, the neck of which is in process of separation, 
resulting in a fatal haemorrhage. Aided by the sound, which 
he had not long previously invented, he and his friend Dr. 
Alexander Wood, who had called him in to see the patient, 
formed a shrewd guess as to the cause of the patient's floodings ; 
but they were not allowed to use any means to get at the seat 
of mischief. It would, I presume, be now impossible to obtain 
such a preparation, for Simpson saw how that life might have 
been rescued if only they had had the power of opening up the 
cervix, and he contrived the now familiar sponge-tent for the 
purpose. Of course, other methods of dilating the canal have 
also been employed since then, but until Simpson saw that 
uterus, and showed how simply such patients could be cured, 
the writers on female diseases spoke of the diagnosis even of 
intra-uterine polypus as always doubtful, and in most instances 
impossible. Nothing more easy now both to recognise and to 
remove. He never kept anything secret that he thought 
could help his fellows, and it is hard to say whether his delight 
was greater in finding some new means to cure disease, or in 
demonstrating to others his methods of treatment. 

The note-books of his student days are studded with points 
of interrogation attached to the dicta of his teachers. After he 
Began to have Nature for his teacher, he questioned her at 
every turn, and ever and anon she yielded up to him some 
secret. 

His Versatility. 

Surely there never was another to whom so many practi- 
tioners came to get new lessons in the healing art. For more 
than a quarter of a century, hardly a day, and never a week 
passed without bringing doctors to the house, to whom he had 
something fresh to show. The country doctor who came with a 
patient was shown others with kindred ailments, saw how they 
were being treated, and went back to his solitary sphere with 
new confidence and success. The foreign professor, who had 
been doubtful as to some procedures, came and stayed for a 
week or two, till he was satisfied of their feasibility, and 
returned to put them in practice, and teach them to his students. 
Younger men would come from all quarters, .both of the old 
world and the new, to spend sometimes weeks, and sometimes 
months together, studying his principles and observing his 
practice, and then go to propagate them everywhere. 

I do not attempt to speak of the work he did outside his 
profession, in archaeology ; in literature ; in politics, local and 
imperial; in university and medical reforms; and in many 
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varieties of philanthropic enterprise. The great brain was 
never at rest, and found its recreation only in change of 
interest. Within the range of his profession his interests were 
not confined to the special department of his chair. Foreigniers 
working in the sphere of surgery sometimes spoke of him as 
a surgeon. His old master, Professor Thomson, had told the 
Town Council of his day that he was "fully qualified to 
conduct the business of the pathology class;" and when 
Alison died in 1854 there were many who wished he would 
take the chair of practice of physic. Ere the day of anses'- 
thesia dawned he had begun to vivify midwifery and to bring 
gynaecology into being as a science. Had he never lulled for 
woman her travail pangs, his name would still have been 
written among the immortals in his art. " Gifted," said his 
colleague, Professor Miller, "with talents that are given to 
few ; armed with a zeal and enthusiasm which are absolutely 
indefatigable; restless and eager, yet withal careful and 
scrupulous in his research for truth ; full of a pure and large- 
hearted benevolence — he has made many discoveries and 
improvements in his profession, which are of themselves well 
capable of transmitting his name safe and honoured to pos- 
terity. But all are eclipsed in this his latest and his best. 
We admire his talents ; we praise his zeal ; we rejoice in his 
success ; and while we honour his genius, we love the man," 

One of Her Majesty's Physicians. 

Before the news came from America that surgical operations 

might be carried out painlessly on patients narcotised with. 

ether, his high position in the profession had been acknowledged 

in the highest quarters. Just at that time one of Her Majesty's 

physicians for Scotland died, and the Duchess of Sutherland, 

Mistress of the Robes, requested of the Queen to appoint 

Dr. Simpson to the vacant office. While he was conducting 

his first ansBsthetic labour, this letter from Her Grace was on 

its way to Edinburgh : — 

"Stafford House, 
^^ January 18th. 

"Dear Sir, — It was a great pleasure to me to receive 
yesterday a letter from the Queen, telling me that she should 
have much pleasure in complying with the request ' which his 
high character and abilities make him very fit for.' The 
Queen adds that it will be officially communicated to you. — 
I remain. Dear Sir, yours very truly, 

" Harriet Sutherland." 
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The contents of Her Grace's note he communicated to his 
brother on the Friday following, the 22nd, in a letter which 
was never meant to be read beyond the family circle, but from 
which I quote two characteristic sentences : — " Flattery frotn 
the Queen is perhaps Tiot common flattery, but I am far less 
interested in it than in having delivered a woman this week 
without any pain while inhaling sulphuric ether. I can think 
of naught else." 

Prepared to Welcome Discovery of Anaesthesia. 

This utterance reveals to us a quality which made him 
welcome with a peculiar eagerness the new discovery, and 
expend all his energies for its development — ^that is his 
delight in the lessening of pain. The great strong brain was 
matched with a great tender heart. In his student days he 
was so distressed with the screams and groans of a poor 
Highland woman on whom Listen was performing excision 
of the mamma, that he quitted the Infirmary in sadness, and 
betook himself to the Parliament House. He thought of 
seeking work in some writer's office. On further reflection he 
returned to the scenes of suffering, with the problem pressing 
on his heart and mind how the pains might be relieved. In 
lecturing to students or addressing graduates he never wearied 
in insisting that "the proud mission of the physician is 
distinctly twofold — viz., to alleviate human suffering as well 
as to preserve human life." Ten years before the anaesthetic 
virtue of ether vapour was made known, whilst he was first 
establishing himself in practice, he made experiments with 
hypnotism, which Abercrombie, Alison, and other leaders of 
the profession came to his hospital to see. So when the news 
reached Edinburgh in 1846 that Liston had performed some 
operations on patients narcotised with ether, Simpson immedi- 
ately began to enquire whether in the inhalation of sulphuric 
ether there might not at length be found the means he had 
been dreaming of for years of soothing the most agonising pains 
to which humanity is subject, the pains he had so often to watch 
with pitying helplessness — the pains of woman in travail. 

First Midwifery Case Selected for Scientific 

Experiment. 

The idea of surgical anaesthesia was not new. It was easy 
to believe that a means had at last been found of producing 
it. But to put to sleep a woman in labour is another and a 
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new idea. In realising it problems have io be faced that do 
not meet the surgeon. Bigelow, of Boston, and liston, of 
London, for example, had the fancy that the benefits of 
anaesthesia in surgery would be principally seen in the practice 
of swift operators who had remarkable powers of execution, 
and in whose hands the patient would be for the briefest 
possible space under the influence of the anaesthetic. If it 
was to be used in midwifery at all it would require prolonged 
administration. That and other problems had to be met, and 
ere Simpson entered on the field it is very worthy of note 
that, eager as he was to prove the virtue of the new anodyne, 
he was careful to select a case that was fitted to afford a 
solution of the most important of the problems. The case, as 
we have seen, was one of deformed pelvis, in regard to which 
he says, " I had predetermined to extract the child by turning, 
and to try the mhalation of ether vapour upon the mother, 
with a view to facilitate that operation. During a week or 
two previously, I had anxiously waited for the supervention 
of labour in this patient ; for, by the result I expected that 
much would be decided in regard to ether-inhalation in par- 
turition. Would it merely avert and abrogate the sufferings of 
the mother without interfering with the uterine contractions ? 
or, would it arrest simultaneously both the contractions of the 
uterus and the sufferings that arise from them ? As far as 
the proposed mode of delivery by turning was concerned, it 
was a matter of no vital importance whether the etherisation 
stopped the uterine contractions or not. And on this circum- 
stance depended the eligibility of the cfise for a first trial of 
ether-inhalation. The result was most satisfactory and most 
important; for it at once afforded me evidence of the one 
great fact upon which the whole practice of anaesthesia in 
midwifery is founded — it proved, namely, that though the 
physical sufferings of the parturient patient could be annulled 
by the employment of ether-inhalation, yet the Tauscutar 
contractions of the uterus were not necessarily interfered 
with ; or, in other words, that the labour might go on in its 
course although the sensations of pain usually attendant upon 
it were for the time being altogether abrogated." 

Conclusions from Series of Observations. 

Having satisfied himself from his careful observation of this 
case that ether could avert the pains without arresting the 
contractions of the uterus, he proceeded to make application 
of it in other patients, and at the next meeting of the 
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Obstetrical Society, on 10th February, he was able to give the 
history of etherisation in some cases of natural labour, and in 
one forceps case. The inferences that appeared deducible from 
these observations he stated in the following terms : — 

" 1. That the inhalation of ether procured for the patient a 
more or less perfect immunity from the conscious pain and 
suffering attendant upon labour ; 

"2. That it did not, however, diminish the strength or 
regularity of the contractions of the uterus ; 

" 3. That, on the other hand, it apparently (more especially 
when combined with ergot) sometimes increased them in 
severity and number ; 

" 4. That the contraction of the uterus after delivery seemed 
perfect and healthy when it was administered ; 

" 5. That the reflex assistant contractions of the abdominal 
muscles, &c., were apparently most easily called into action by 
artificial irritation and pressure on the vagina, &c., when the 
patient was in an etherised state ; 

" 6. That its employment might not only save the mother 
from the mere pain in the last stage of labour, but might 
probably save her also, in some degree, from the occurrence 
and consequences of the nervous shock attendant upon 
delivery, and thereby reduce the danger and fatality of 
childbed ; and 

" 7. Its exhibition did not seem to be injurious to the child." 

In the early experiments the patients were not kept 
antesthetised for more than half an^^hour, but in the couree 
of the three or four following weeks, he ascertained that 
anaBsthesia could be safely kept up during labour for one, two, 
three, and even six hours. 

Spread of the Practice. 

Having at once, as we have seen, communicated the success 
of his first experiment to his professional brethren, his 
example was followed, first in France by Fournier Deschamps, 
on 27th January, and then by Baron Dubois, who, on 
23rd February, reported to the French Academy of Medicine 
the results of his experience, with the five following con- 
clusions : — 

" 1. The inhalation of ether can annul the pain of obstetrical 
operations. 

" 2. It can suspend the physiological pains of labour. 

"3. It destroys neither the uterine contractions nor the 
contractions of the abdominal muscles. 
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*' 4. It diminishes the natural resistance of the perineum. 

" 5. It does not appear to act unfavourably on the health or 
life of the infant." 

In London, Dr. Murphy first, on 13th February, and Dr. 
Prothero Smith in March, took up the practice. In Germany 
the first case of anaesthetic midwifery occurred on the 24th of 
February, under the care of Professor Martin, of Jena. " In 
America," says Simpson in his report on the early history and 
progress of anaesthetic midwifery, " the country to which we 
are indebted for the first knowlege of the anaesthetic effects of 
sulphuric ether in surgical operations, the same agent was not 
employed in midwifery till the reports of its use in obstetric 

?ractice in Europe had recrossed the Atlantic." It was on the 
th of April that it was first employed in a case of labour by 
Dr. Keep, of Boston. 

Interest of the Community in Anesthesia. 

In surgical practice the superinduction of anaesthesia waa 
already meeting with opposition, which became only the more 
pronounced when it began to be employed in the practice of 
midwifery. In Edinburgh, in the early days of anaesthesia, 
many of the citizens found their way to the operating theatre 
in the Royal Infirmary, " among them," says Professor Miller, 
" the great, the good, the singularly humane Chalmers, and it 
was one of the early triumphs of anaesthesia here to see that 
man of large and tender heart witnessing a bloody and severe 
operation with composure and serenity, feeling little because 
the patient felt not at all." 

Opposition to Anesthesia. 

But all are not gifted with the open mind and the large 
heart of a Chalmers. Objections began to be heard on every 
hand that the novel practice was unnecessary, was dangerous, 
was impious, and that no good could come of it; and the 
loudest and most persistent objectors were found strangely 
enough among members of the profession, which, through all 
the ages, had been trying to lessen the sufferings of mankind. 
On the man who first dared to apply it for the relief of the 
pains of labour, fell the task of enlightening ignorance, of 
disarming prejudice, of dispelling superstition, and of vindi- 
cating for surgeons and accoucheurs the right to give> and for 
sufferers to claim, the ease that anaesthesia was calculated to 
afford. 
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Religious Objections. 

To some minds it seemed that the proposal to still the 
suflferings of a parturient woman was to run counter to a 
divine command. "It has been ordered," wrote a medical 
opponent of the practice, "that in sorrow shall she bring 
forth." Simpson wrote a pamphlet in "Answer to the Religious 
Objections advanced against the employment of Anaesthetic 
Agents in Midwifery and Surgery." It is an excellent example 
of his polemic power, proving from Scripture that the primeval 
curse as it bore on woman and on the ground was not 
immutable. He quoted "the sound and excellent Matthew 
Henry, in his own quaint, pithy, and zealous style," showing 
" how admirably the satisfaction our Lord Jesus Christ made 
by his death and sufferings answered the sentence now passed 
upon our first patient. . . . ' Thus is the plaister as wide 
as the wound.' " He indicated from the study of the Hebrew 
roots that to lessen the attendant pain was not to lessen the 
labour effort that the words seemed to demand. And then he 
pointed out how the objections raised against the practice of 
anaesthesia were applicable to improvements in agricultural 
processes, and had been applied to many discoveries in science 
and art— even the healing art, as in the case of vaccination. 
A clergyman spoke of chloroform as " a decoy of Satan," and 
his friend, <3eorge.Gilfillan, furnished him with evidence that 
when fanners first came into use, a clergyman debarred from 
the communion those members of his flock who used what was 
termed "the Devil's wind." He was amused to find soon 
afterwards one of his students, a son of De Quincey, in his 
graduation thesis rebuking the unmarried ladies who stood up 
for what they thought was the divine law, and who insisted 
on their parturient sisters suffering according to the letter, in 
this f a&hion : — " The imhappy and wicked woman who remains 
unmarried appears to break the command herself in four several 
ways, according to the following tabular statement : — 

" 1. She has no conception. 

" 2. She brings forth no children. 

" 3. Her desire is not to her husband. 

" 4. The husband does not rule over her." 

It pleased him to find De Quincey himself, in a letter 
appended to the thesis of his son, arguing that " if pain, when 
carried to the stage which we call agony or intense struggle 
among vital functions, brings with it some danger to life, then 
it will follow that knowingly to reject a means of mitigating 
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or wholly cancelling the danger, now that such means has 
been discovered and tested, travels on the road towards 
suicide. It is even worse than an ordinary movement in that 
direction ; because it makes God an accomplice, through the 
Scriptures, in this suicidal movement, nay, the primal instigator 
to it, by means of a supposed curse interdicting the use of any 
means whatever (though revealed by Himself) for annulling^ 
that curse." 

Moral Objections. 

Besides the religious objections, there were what he was 
wont to speak of in his lectures as the moral objections. These 
in their various expressions were all based on the idea that 
the practice was unnatural. This idea, pervading the general 
community, and likely to prevent sufferers from obtaining the 
benefit of the new discovery, was vigorously championed by 
the various medical authorities who took it upon them to 
write down anaesthesia. Professor Meigs thought it " unneces- 
sary, as shown by the birth of past myriads." Dr. Merriman 
spoke of " the great superiority of allowing nature to conduct 
the whole process of the birth." Dr. Ashwell decried it a,s an 
" unnecessary interference with the providentially arranged 
process of labour." Dr. Montgomery, the then chief of the 
great Dublin School of Midwifery, wrote during the ^session a 
letter to Edinburgh, in which he said, " I do not believe that 
anyone in Dublin has as yet used ether in midwifery; the 
feeling is very strong against its use in ordinary cases, and 
merely to avert the ordinary amount of pain which the 
Almighty has seen fit — and most wisely we cannot doubt — to 
allot to natural labour, and in this feeling I heartily and 
entirely concur." I have before me the sheet from his lecture- 
notes, on which Dr. Montgomery's letter had been copied by 
Dr. Matthews Duncan, who was then junior assistant to 
Professor Simpson. Above the words "ether," "midwifery," 
&c., the professor has marked alternative readings. He would 
take one of these, suggestive of a doctor making his daily 
round among his patients, and ask you to imagine Dr. Mont- 
gomery writing, " I do not believe that anyone in Dublin has 
as yet used a carriage in locomotion ; the feeling is very strong 
against its use in ordinary progression, and merely to avert 
the ordinary amount of fatigue which the Almighty has 
seen fit — and most wisely we cannot doubt — to allot to 
natural walking, and in this feeling I heartily and entirely 
concur." 
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Medical Objections. 

Then there were various objections of a more distinctly 
medical kind. It was alleged that the use of anaesthetics 
would increase the mortality of surgical operations. Simpson 
wrote papers full of laboriously collected statistics, which 
proved that while before the introduction of anaesthesia, in 
every 100 cases of amputation of the thigh performed in our 
hospitals, from 40 to 50 of the patients died, the same amputa- 
tion when performed upon anaesthetised patients did not prove 
fatal to more than 25 in the 100 cases ; or, in other words, 
that out of every 100 such operations the previous induction of 
anaesthesia was the means of preserving 15 or 20 human lives. 

When obstetricians alleged that no good was gained by the 
relief of suffering, and when Meigs, for example, went so far 
as to speak of pain as " a desirable, salutary, and conservative 
manifestation of life-force," Simpson turned to the reports of 
the Dublin Lying-in Hospital, and showed that out of all the 
women — 7,050 in number — who were delivered within two 
hours fi*om the commencement of labour only 22 died, or 1 in 
every 320 ; whereas in 452 cases where the labour was pro- 
longed above twenty hours, 42 of the mothers died, or 1 in 
every 11 ; " a difference," as he said, " enormous in amount 
and strongly calculated to force us all to think seriously and 
dispassionately of the effects of severe suffering upon the 
maternal constitution." 

When it was alleged further that the use of anaesthetics 
might produce mental derangement, convulsions, paralysis, 
pericarditis, puerperal fever, and other mischiefs, he showed 
from the results of a constantly widening practice, the futility 
of such fears ; and in regard to some of these complications of 
labour, and notably in regard to convulsions, experience 
eventually showed that so far from causing convulsions, the 
practitioner had been furnished in the administration of 
chloroform with his most reliable remedy. 

The mention of chloroform reminds me that I have been 
anticipating. 



Is Sulphuric Ether the only Anaesthetic? 

The mind that had riddled the student note-books with 

Eoints of interrogation was bound to enquire whether nature 
ad not concealed among her treasures some other agent that 
might be possessed of the anaesthetic properties of sulphuric 
ether, without some of its attendant drawbacks. Ether, he 
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noted, required to be administered in large quantities, 
especially in protracted cases of labour. It occasionally gave 
rise to bronchial irritations. Its odour was disagreeable and 

Sersistent, and hung for long about an accoucheur who had 
elivered a woman under its influence. He began to enquire 
whether other anodjme drugs could not be administered through 
the lungs, and got the chemists, Duncan, Flockhart & Co., to 
prepare ethereal tinctures and other vaporisable compounds of 
various potent sedatives for purposes of experiment. The 
researches he had made into the history of painless surgery 
quickened the expectation that other gases or volatile liquids 
might yet prove serviceable. He talked the matter over with 
various professional friends more conversant with chemistry 
than himself, with teachers of chemistry, with practical chemists 
and druggists. He was led to make experiment on the 
inhalation of various liquids that seemed more fragrant and 
agreeable than ether, such as acetone, nitrate of oxide of ethyle, 
benzin, the vapour of iodoform, &c. Prof. Gregory suggested 
chloride of hydro-carbon (Dutch liquid), which he tried 
on himself with dangerous consequences. Mr. Waldie, a 
Linlithgowshire friend who was in business as a chemist in 
Liverpool, suggested the terchloride of formyle. A small 
quantity of it was procured from Duncan, Flockhart & Co., 
but it seemed a heavy unvolatile-like liquid, and for the time 
was set aside. He had Dr. George Keith and Dr. Matthews 
Duncan as his assistants at the time, and he gladly expressed 
his indebtedness to them " for the gi'eat and hearty zeal with 
which they constantly aided him in conducting the inquiry." 
They used to put a teaspoonful of the liquid which they were 
testing in the bottom of a tumbler, cup, or saucer, or finger- 
glass. If it was not sufficiently volatile the vessel was placed 
in hot water. The mouth and nostrils were held over the 
mouth of the vessel and inhalation slowly proceeded with, and 
notes taken of the effects. 

Discovery of Anaesthetic Value of Chloroform. 

Prof. Miller, who lived next door in Queen Street, and looked 
in nearly every morning at " 52 " before starting on his rounds 
at 9 o'clock, has described the circumstances of the eventful 
evening when chloroform yielded up the secret of its subtle 
power in a graphic page, which furnishes a trustworthy record 
of the discovery. It reads : — 

" Most of these experiments were performed after the long 
day's toil was over — ^at late night or early mom ; and when 
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the greater part of mankind were soundly anaesthetised in the 
arms of common sleep. Late one evening — it was the 4th of 
November, 1847 — on returning home after a weary day's 
labour, Dr. Simpson, with his two friends and assistants, Drs. 
Keith and J. M. Duncan, sat down to their somewhat hazardous 
work in Dr. Simpson's dining-room. Having inhaled several 
substances, but without much effect, it occurred to Dr. Simpson 
to try a ponderous material, which he had formerly set aside 
on a lumber-table, and which, on account of its gi*eat weight, 
he had hitherto regarded as of no likelihood whatever. Ihat 
happened to be a small bottle of chloroform. It was searched 
for, and recovered from beneath a heap of waste paper. And, 
with each tumbler newly charged, the inhalers resumed their 
vocation. Immediately an unwonted hilarity seized the party, 
they became bright-eyed, very happy, and very loquacious — 
expatiating on the delicious aroma of the new fluid. The 
conversation was of unusual intelligence, and quite charmed 
the listeners — some ladies of the family and a naval officer, 
brother-in-law of Dr. Simpson. But suddenly there was a 
talk of sounds being heard like those of a cotton-mill, louder 
and louder ; a moment more, then all was quiet, and then — a 
crash. On awakening, Dr. Simpson's first perception was 
mental — * This is far stronger and better than ether,' said he 
to himself. His second was, to note that he was prostrate on 
the floor, and that among the friends about him there was both 
confusion and alkrm. Hearing a noise, he turned round and 
saw Dr. Duncan beneath a chair — his jaw dropped, his eyes 
staring, his head bent half under him ; quite unconscious, and 
snorini in a most determined and alarming manner. More 
noise still, and much motion. And then his eyes overtook Dr. 
Keith's feet and legs, making valorous efforts to ovei-tum the 
supper-table, or more probably to annihilate everything that 
was on it ; I say, more probably, for frequent repetitions of 
inhalation have confirmed, in the case of my esteemed friend, 
a character for maniacal and unrestrainable destructiveness, 
always under chloroform, in the transition stage. By and by, 
Dr. Simpson having regained his seat. Dr. Duncan having 
finished his uncomfortable and unrefreshing slumber, and Dr. 
Keith having come to an arrangement with the table and its 
contents, the sederunt was resumed. Each expressed himself 
delighted with this new agent ; and its inhalation was repeated 
many times that night — one of the ladies gallantly taking her 
place and turn at the table — until the supply of chloroform 
was fairly exhausted." ( 

Miss Agnes Petrie, the niece who shared in the experiment, 
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amused them by folding her arms across her bosom before she 
fell quite asleep, and exclaiming " I'm an angel 1 oh, I'm an 
angel ! " They sat up till 3 A.M., after the vial was empty, 
searching works on chemistry for its composition and best 
methods of preparation. Next day, Mr. Hunter, of Duncan, 
Flockhart & Co., began that distillation from a retort, which 
has grown in the hands of the firm to be one of the great 
industries of Edinburgh. When a few days later Professor Miller 
offered Simpson an opportunity of administering chloroform 
to an infirmary patient on whom he was to operate for 
strangulated herma, Simpson was unable to attend, and it 
happened, as has sometimes been seen in other surgical cases, 
that when the skin had been cut through, the patient fainted 
and died before the operation had been well begun. On the 
10th of November Simpson formally communicated his dis- 
covery to the Medico-Chirurgical Society at its first meeting 
for that session, and when his communication was published, 
in pamphlet form, with a postscript on 15th November, he 
was able to announce that he had exhibited the chloroform 
to about fifty individuals " without the slightest bad result of 
any kind." 

The First Chloroform Labour. 

As was to be expected, one of the first to experience the 
relief from suffering afforded by the new ansBsthetic was a 
parturient patient ; and he gave at that meeting of the Medico- 
Chirurgical Society the following history of the case : — 

" The lady to whom it was first exhibited during parturition 
had been previously delivered in the country by perforation of 
the head of the infant, after a labour of three days* duration. 
In this, her second confinement, pains supervened a fortnight 
before the full time. Three hours and a half after they com- 
menced, and ere the first stage of the labour was completed, I 
placed her under the influence of the chloroform, by moistening, 
with half a teaspoonful of the liquid, a pocket handkerchief, 
rolled up into a funnel shape, and with the broad or open end 
of the funnel placed over her mouth and nostrils. In con- 
sequence of the evaporation of the fluid, it was once more 
renewed in about ten or twelve minutes. The child was 
expelled in about twenty-five minutes after the inhalation was 
begun. The mother subsequently remained longer soporose 
than commonly happens after ether. The squalling of the 
child, did not, as usual, rouse her ; and some minutes elapsed 
after the placenta was expelled, and after the child was 
removed by the nurse into another room, before the patient 
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awoke. She then turned round and observed to me that she 
had * enjoyed a very comfortable sleep, and indeed required 
it, as she was so tired,^ but would now be more able for the 
work before her/ I evaded entering into conversation with 
her, believing that the most complete possible quietude forms 
one of the principal secrets for the successful employment of 
either ether or chloroform. In a little time she again remarked 
that she was afraid her 'sleep had stopped the pains/ 
Shortly afterwards, her infant was brought in by the nurse 
from the adjoining room, and it was a matter of no small 
difficulty to convince the astonished mother that the labour 
was entirely over, and that the child presented to her was 
really her ' own living baby/ " 

Seventeen years afterwards his friend, Dr. Adamson, of St. 
Andrews, sent Simpson this charming photograph that had 
just been taken by Rogers of a young lady. The accompanying 
letter told that it was a photograph of the baby of his first 
chloroform patient, and as you mark the mild angelic air that 
rests upon the upturned face above the folded hands, you will 
understand why Dr. Adamson suggested that it might stand 
for a picture of Anaesthesia, and that it was a pity the girl had 
not been called by that name. 

Simpson believed that he had discovered in chloroform an 
anaesthetic that possessed various important advantages over 
ether, " particularly in obstetric practice ; and that, in parti- 
cular, it is far more portable, more manageable and powerful, 
more agreeable to inhale, is less exciting than ether, and gives 
us far greater control and command over the superinduction 
of the anaesthetic state." His interest in the new anodyne 
gave additional zest to the eagerness and energy with which 
he had set himself to demonstrate the right, and even the duty, 
of surgeons and accoucheurs to make use of anaesthetic agents; 
and he did not cease his efforts until he had seen the import- 
ance of anaesthesia fairly recognised, and such an impetus 
given to surgical progress as it had never before received, and 
such as has only been rivalled since when Lister — praised be 
the Queen who has raised him to the peerage — inaugurated the 
Antiseptic Era. 

Dangers of Anaesthesia. 

Of the anaesthetics that have been proposed for use in 
practice, three alone at the present hour promise to hold an 

^ ^* In consequence of extreme anxiety at the unfortunate result of her 
previous confinement she had slept little or none for one or two nights 
preceding the commencement of her present accouchement." 
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abiding place — ^nitrous oxide ^as, first used by Horace Wells 
in 1844 ; sulphuric ether, introduced by William Thomas Green 
Morton in 1846 ; and chloroform, the anaesthetic power of 
which was proved and promulgated by James Young Simpson 
in 1847. The fatalities that have attended the administration 
of each of them have led to a continuous search for some agent 
that might possess their power without their danger. Simpson 
to the end hoped that such a discovery might be made. The 
last time he had a pen in his hand he wrote of ansssthetic 
agents, and said — " In all likelihood some will yet be discovered 
of types superior to any we yet know." When Dr. Snow, who 
did so much to perfect and promote the practice of anaesthesia, 
proposed the use of amylene, his proposal was eagerly wel- 
comed. I remember well the enthusiasm with which Professor 
Tourdes, of Strasburg, invited me to hear a lecture on the new 
agent in the spring of 1857. When he had sufficiently dis- 
coursed on the drawbacks and dangers of ether and chloroform, 
he proceeded to demonstrate the ease and safety with which a 
rabbit could be brought under the influence of amylene, and, 
whilst he still praised the new agent, when he lifted the bag off 
its face — the creature was dead. In 1883, I was present at 
the Obstetrical Section of the Naturforsscherversammlung in 
Freiburg, when Professor Bandl proposed the use of bichloride 
of methylene as a substitute for chloroform in labour. Pro- 
fessor Hegar, the president, winding up the discussion, said — 
" Yes, gentlemen, we try anything; everything, but in the end 
we always come back to chloroform." 

It is still a subject of discussion whether ether or chloroform 
is to be preferred as an anaesthetic. Individual minds and 
groups of minds have inclined to favour now the one, and now 
the other. In Professor Ernst FraenkeFs Tagesfragen der 
Operativen Gyndkologie, which came to hand a few weeks 
ago, we read, " Convinced adherents of chloroform have grown 
to be enthusiastic advocates of ether, and then gradually and 
very quietly turned back into the camp of the chloroformists." 
What we must all recognise and remember is that no anaes- 
thetic has yet been found regarding which we can affirm that 
it is free from danger ; and in each individual case we must 
choose the agent that seems best adapted to it. In general we 
see that Wells' nitrous oxide finds its chief sphere of applica- 
tion in the dentist's office ; that surgeons who have command 
of time, assistants, and apparatus may make use of Morton's 
sulphuric ether; while the surgeon on the battlefield, the general 
practitioner in his busy round, and the obstetrician in the lying-in 
room find themselves best served by Simpson's chloroform. 
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Simpson's Greatest Discovery. 

Any sketch of the man, whose services to anaesthesia we 
have considered, would be incomplete that took no notice of 
what was to him the most important incident in his life. One 
who asked of him in his last days, " What do you consider 
your greatest discovery ? " got for reply — " That I am a sinner, 
and that Jesus Christ is my Saviour." That discovery came 
to him on Christmas Day, 1861. One of those great spiritual 
movements that powerfully influence a community was at that 
time spreading widely through the land, which had this among 
other -characteristics, that it called out in a remarkable manner 
all classes of laymen, from nobles to navvies, to take part with 
the ordained ministers in what were then for the first time 
described as evangelistic meetings. 

We have seen that Simpson's house was a rendezvous for 
all sorts and conditions of men. The strangest streams of life 
were constantly flowing through it. Candidates for seats in 
Parliament or in the Council Chamber of the city, for vacant 
chairs in the University, for posts in the Infirmary, for 
lectureships in many schools of medicine, and for pulpits in 
town or country — all came to seek his advice and bespeak his 
influence. Antiquaries came with their latest finds; artists 
and architects sought his opinion of their designs; poets 
brought him their new poems, and novelists their stories; 
the Arctic voyager, the African explorer, the traveller from 
Mecca, missionaries from all parts of heathendom, came with 
news and gifts of every kind. It could not be but that 
among the throng there should be some who told him that 
they had found what his friend. Dr. Hanna, called " the open 
secret." Salome's son, John, may have been ambitious and 
of a fiery temper, but he was not a bad man before the day 
when he heard the Baptist say, " Behold the Lamb of God," 
and he went and followed Jesus. Mary Jervey's son was not 
a bad man before that Christmas Day when in prayer with 
Mrs. Barbour he saw that the babe of Bethlehem had been 
bom to give him second birth. But it was a new man 
who from that time began to fence his house with family 
worship ; and when I look into the Bible which he bought to 
read the Scripture from, I find that where the prophet speaks 
of One "wounded for our transgressions," he has pencilled 
above the " our " the possessive singular " my." It was con- 
sonant with the great-hearted expansiveness of the man, that 
he began both in private and in public to share his joy with 
all who cared to taste of it. His conduct has been variously 
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judged. The simple explanation is that the love of Christ 
constrained him, and when I last heard him address a meeting 
in the Free Barony of this city in the winter of 1867-68, there 
was the same note of personal experience and of wonder at 
" the infinitude of God's love to our fallen race " which marked 
his first appeals. 

The change in his acknowledged relation to God in 
no way lessened the service he still delighted to render 
to his fellows, but it variously affected various minds. An 
Edinburgh gossip asked Miss Catherine Sinclair if she had 
heard of his conversion, and that excellent lady replied, " If 
Professor Simpson has been converted, it is time some of the 
rest of us were seeing if we do not need to be converted." — 
When he presided at an evangelistic meeting addressed by 
Dr. Hanna, a woman said the sight of the chairman's happy 
face had done her as much good as a sermon. — He went to a 
meeting of the Royal Society in the company of his life-long 
friend. Dr. Skae, of Momingside Asylum, and some of the 
Fellows thought it a good joke to infer that Simpson had gone 
mad, and to send round the rumour that Skae was looking 
after him. — ^''And have you read it?" asked Dr. Andrew Wood 
of Father Rigg, afterwards Bishop of Dunkeld, when he told 
him that Professor Simpson had given him a copy of his 
address, entitled Dead in Trespasses and Sins. " Yes," said 
that good Catholic, " I have read every word of it." " Well, 
what do you think of it?" "It's the production, sir, of a 
genius." 

When Sir David Brewster died in 1868, Sir James Simpson, 
who had been asked to move the resolution of regret in the 
Royal Society of Edinburgh, told how he had seen that "arch- 
priest of science passing fearlessly through the valley of 
death, sustained and gladdened with the all-simple, and all- 
sufficient faith of a very child." His words described to the 
letter his own departure in 1870; and if, with Sir David's 
gifted daughter, we try in imagination to follow these great 
spirits through tracts unknown, and to see on what high 
quests they nire forth there, we can only say with her of 
one as of the other — 

" We see not, we see not ; but this we know, 
He has bowed his head with its honours low. 
* Not mine ! not mine ! ' is his whisper meet, 
As he casts his crown at his Saviour's feet." 



A CASE OF TUBAL GESTATION ABOUT THE 

FIFTH WEEK.1 

Br G. BALFOUR MARSHALL, M.D., F.F.P.S.G. 

Ectopic gestation is of sufficient rarity to justify every case 
being faithfully recorded, more especially so if there have been 
mistakes or difficulties in diagnosis ; indeed, the latter class of 
cases are of infinitely more value than a mere record of success, 
as by pointing out our pitfalls we ourselves learn a lesson and 
others avoid them. 

The symptoms of early tubal gestation — and I believe that 
all ectopic pregnancies are at first tubal — are so varied and 
uncertain, the condition is one of such danger to the life of 
the patient, and a mistake in diagnosis may be so disastrous, 
that any and every sign or symptom should be carefully noted. 

In some cases the patient suspects she is pregnant, the usual 
signs and symptoms of early pregnancy being well marked. 

In other cases there are none. There is no amenorrhoea, the 
breasts show no fulness (indeed, breast signs may be absent 
till mid-term), and the patient is quite unaware of her condition 
or the danger she is in, until suddenly, it may be after sexual 
congress, as in the case I described last spring, she feels as if 
something had given way, and you are called to her bedside 
to find her pale and faint, the pulse rapid and feeble or almost 
imperceptible, the respiration sighing, and the temperature 
subnormal. 

The patient is bleeding to death from internal haemorrhage, 
and may die in a few hours if means are not at hand to try 
and save her by immediate operation. 

In yet other cases there may be some warning sign or 
symptom, such as irregular uterine haamorrhage, which should 
arouse suspicion, and it is to this that the following draws 
special attention. 

Mrs. Y., set. 32, six years married, was first seen by me on 
I6th June, 1896. She complained of never having felt well 

1 Read on 16th December, 1896. 
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for the last three years, suffering from pain in the back and 
right side ; and since her last normal menstruation three weeks 
before she had three attacks of uterine hssmorrhage. She 
first menstruated at 18, the menstrual type is twenty-eight 
days, and the periods last two days with a moderate flow. 

She sometimes had dysmenorrhoea, but this disappeared 
after marriage, to return, however, with the commencement of 
pelvic trouble three years ago. 

Her first pregnancy ended a few months after marriage in 
an abortion at the third month, but this had no injurious 
effect on her health. During the following two and a half 
years she had two pregnancies, both lasting to full time. The 
second child, however, was stillborn after a prolonged and 
difficult labour. This was three years ago, and since then she 
has never been quite well, suffering from more or less pain in 
the right side and back, aggravated at each menstrual period. 
About one year ago she was laid up with symptoms which 
evidently pointed to pelvic inflammation. She was confined 
to bed for two months and was unfit for work for another 
month. This attack left her pelvic condition worse, as the 
pains in the back and right side have been more severe ever 
since, and to this was added left infra-mammary pain. Although 
accompanied by dysmenorrhcea, menstruation has always been 
regular as regards periodicity, nor does the patient think she 
loses more than before. 

Her last normal menstrual period was, according to the 
patient, at the end of May, and between that time and the 
16th of June she had without warning three attacks of uterine 
hsemorrhage lasting a day or two on each occasion. The 
discharge was said to be brownish with blood clots, but she 
could not say if any shreds had come away. Suspecting 
early abortion, I carefully enquired as to any facts likely to 
bear on the probability of this, but there was absolutely 
nothing as regards early signs or symptoms to justify any 
suspicion. 

Between the attacks of haemorrhage there was slight 
leucorrhcBa. 

The patient was very nervous, and this rendered the 
examination for purposes of exact diagnosis more difficult than 
it should have been, as a subsequent examination under 
chloroform narcosis showed. 

The following is taken from my case-book as the result of 
examination on 16th June: — 

Per Vaginam, — The vagina shows nothing abnormal. 
The cervix is somewhat short, but shows no undue soft- 
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ness nor gaping of the os externum as pointing to recent 
abortion. 

Bimanucd. — The uterus lies antefleeted and slightly sinistro- 
flected, and feels somewhat enlarged. The left side of the 
pelvis shows nothing abnormal, the left ovary being of usual 
size and freely movable. On the right side, however, there is 
an ovoid body which feels a little larger and softer than the 
left ovary, but apparently not more sensitive. This is an 
enlarged right ovary, which lies a finger's breadth from the 
side of the uterus, and seems to be bound down by adhesions, 
as it is fixed in that position. (Examination under chloroform 
several days later showed I had mistaken a tubal gestation 
for the right ovary.) 

Sound.— The sound passes nearly 3 in., and causes much 
pain on i>as8ing the os internum Ind touching the fundus 
uteri, and it is blood-stained on withdrawal. The endometrium 
seems smooth. 

DiagTioaia. — The history of pelvic inflammation, the dys- 
raenorrhoea, the enlargement of the uterus, the pain on passing 
the sound and its being blood-stained on withdrawal, pointed, 
as I thought, to endometritis and an enlarged slightly 
cystic right ovary with adhesions resulting from old pelvic 
peritonitis. 

Sudden irregular uterine haemorrhage after previous normal 
menstruation always leads one to suspect abortion or ectopic 
gestation, more especially so if there has been amenorrhoea 
for six or ten weeks. 

There was, however, in this case no period of amenorrhoea, 
and although at first I suspected abortion, it was excluded by 
the history and by pelvic examination. 

Mere absence of amenorrhoea is no justification for excluding 
uterine gestation, as menstruation is possible during the 
first two months — i.e., until the decidua refiexa has come 
everywhere in contact with the decidua vera, which it does 
by tne third month. 

Having excluded abortion, and in the absence of anything 
suspicious in the pelvis, as I thought, the idea of ectopic 
gestation was never for a moment entertained. 

Accordingly, arrangements were made to have the uterus 
curetted, an operation I almost always do with the patient 
anaesthetised. 

On 26th June the patient was chloroformed for curetting, 
and according to my invariable rule, especially in those cases 
not previously examined under narcosis, I made a thorough 
and careful examination to confirm the previous diagnosis and 
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see that no other pelvic condition had been overlooked. I 
was a(2freeably surprised — from my point of view — to find a 
state of affairs that changed the previous diagnosis to one of 
tubal gestation. 

During the previous ten davs there had been other two 
short attacks of metrorrhagia, thus making five in all. 

On examination the cervix seemed softer than it had been 
before, otherwise the size and position of the uterus were 
much the same. What I had previou^y taken for the right 
ovary was found to be larger than before, about the size and 
shape of a small walnut, and situated in the ampulla of the 
right Fallopian tube. It did not feel cystic, having more a 
boggy consistence, and it seemed to be quite free from any 
adhesions. Between the inner end of the tumour and the 
uterus there was a piece of thickened tube about a finger's 
breadth long, while from the outer end equally thickened 
tube could be distinctly felt passing outwards and backwards. 
The tumour thus formed a portion of the ampulla of the right 
tube. The right ovary was distinctly enlarged compared to 
the left, and seemed about the same size as the tubal swelling. 
It w€U3, however, firmly fixed by adhesions close to the 
posterior wall of the pelvis, and was quite immovable, a 
condition which readily accounted for its easy oversight at 
the first examination ten days previously. 

The characteristic consistence and position of the tubal 
swelling, the enlarged right ovary due, as suspected, to a 
corpus luteum, together with the symptoms left no doubt in 
my mind that it was a tubal pregnancy, probably about the 
fifth week judging from its size. 

Dr. Jardine, who was with me, also examined the case and 
confirmed the opinion formed. 

Taking advantage of the fact that in ectopic gestation the 
uterine mucosa early shows decidual changes, I had determined 
on the first opportunity to take a scraping for the purposes 
of microscopical examination, to test its value as an aid to 
diagnosis. 

This I did, and found in some portions the characteristic 
decidual cells of pregnancy. From the small amount of tissue, 
however, which came away with the curette, a quantity of 
the decidua must have been thrown off in the previous uterine 
haemorrhages, for I have noticed in the microscopical examina- 
tion of other cases that the uterine mucosa is markedly 
hypertrophied, and that while the decidual cells are very 
distinct towards the surface, they are fewer in number in the 
deep layers, and largely mixed with round and spindle cells. 
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From the scantiness in the namber of decidaal cells in the 
microscopic sections examined, the scraping must have been 
from the deep layer of the mucosa. 

In using the curette I further noticed that the mucosa bled 
freely, as if very vascular. 

Some will say that such a procedure a.s partly curetting the 
uterus in tubal gestation is risky and fraught with danger to 
the patient, and so it may be if carelessly done. For my part 
I do not see where danger should arise if the scraping is 
taken with care and without pulling down the uterus. It 
may, moreover, prove of great value in confirming an opinion 
in those cases where there is difficulty in making an accurate 
diagnosis. 

Operation, Srd Jvtly, — After this examination the patient 
was kept at absolute rest in bed till the operation for removal 
of the affected tube. 

With Dr. Jardine's kind assistance I opened the abdomen 
on Srd July. The tubal gestation sac was now found 
increased to a rounded tumour 1^ inch in diameter, and of a 
a tense, hard, elastic feel. It lay close to the uterus, the 
intervening piece of tube being thick and short. The sac and 
tube were free, but the right ovary was firmly fixed close to 
the posterior pelvic wall by numerous fiat adhesions, which had 
to be separated before the tubal mass could be pulled up. The 
anterior surface of the uterus was also adherent to the fundus 
of the bladder, and these had to be separated. It was with 
some difficulty that the right tube and ovary were brought up 
to the abdominal wound, and in doing so the gestation sac 
ruptured and showed the ovum converted into a mole. 

The peritoneum was more vascular than normal, and the 
wound left close to the uterine wall after cutting away the 
sac had to be closely stitched with a continuous catgut suture 
to stop the free oozing of blood. 

Convalesence was uneventful, and the stitches were removed 
on the eleventh day, the abdominal wound being healed by 
first intention. The patient is now well, in good health and 
and free from pain, the operation having cured her of her old 
symptoms. 

Pathological Anatomy, — The tubal mole forms an almost 
spherical tumour, 1^ inch in diameter, with its inner wall lying 
close to the uterus. It is much thinned anteriorly, where it 
gave way during the operation, but other parts are thickened, 
due to an increase both in the muscular and fibrous connective 
tissue. The muscular fibres are, however, degenerated, having 
a hyaline appearance under the microscope. The blood-vessels 
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also show increase and hypertrophy, rendering the sac wall 
mach more vascular than normal. The mucous membrane is 
quite flattened, its normal foldings being obliterated, and it 
shows a similar change to that found in the pregnant uterus, 
there being decidual-like cells, spindle and round cells. There 
is, however, no trace of superficial epithelium. 

On section, the contents of the sac have the appearance of 
an ordinary blood mole, but there is no trace to the naked 
eye of either amniotic sac or embryo. The hasmorrhage has 
occurred not only into the space between the amnion and 
chorion (subchorionic space), but also between the chorion and 
the sac wall, completely destroying the ovum. 

Microscopical sections from difi^erent parts of the mole show 
amnion, chorion, and chorionic villi more or less degenerated. 

The syncytium of the villi is in many cases made out 
with difficulty, as it has taken on either a very faint logwood 
stain or none at all, while the structure of the connective 
tissue core is greatly hidden by deposits of blood pigments. 
The epithelial covering of amnion and chorion shows similar 
degenerative changes, although in some places it has stained 
much better, with haemotoxylum. The connective-tissue 
structure of these membranes is also hidden by deposits of 
blood pigment arranged in longitudinal lines parallel to the 
surface of the epithelium. 

Rerriarks. — There is nothing evident to the naked eye to 
suggest the cause of the tubal gestation in this case. Peritonitic 
adhesions, which have often been alleged as a cause, were 
present on the right side of the pelvis, fixing the ovary and 
binding down the uterus, but the tube itself was in no way 
afiected, being neither constricted nor unduly twisted or bent. 

In my last paper on tubal gestation the various supposed 
causes of ectopic gestation were discussed, but the etiology 
will probably continue to remain a matter of doubt until 
it is accurately determined whether the ovum be fertilised 
normally in the uterus or tube, or in either of them. If we 
could prove that the ovum is in all normal cases fertilised 
in the uterus, then we could more easily understand ectopic 
gestation, for the changes in the ovum after impregnation are 
so rapid, that should one, contrary to the rule, be fertilised in 
the tube, it may almost immediately engraft itself there, even 
although the tubal mucosa is quite healthy, and the lumen 
quite patent, and ofiering no obstruction to its outward 
passage. In connection with this, it is interesting to note that 
most cases occur in the ampulla or widest part of the tube, 
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and not in the isthmus or aterine portion, where obstruction 
to an enlarged ovum would most likely happen. 

A point of interest is the probable date of conception, which 
evidently occurred sometime in May before the last (apparently) 
normal menstruation. Although there was no definite history 
of decidua having been thrown ofi; yet, from the nature of the 
curetted portions such f think did happen. It has been stated, 
however, that this or a single uterine haemorrhage is quite 
consistent with the continued life and growth of the ovum in 
the tube. On the other hand, repeated haemorrhage usually 
indicates death of the ovum in ectopic gestation, so that the 
recurrent metrorrhagia during the four weeks prior to 26th 
June is strongly in favour of this having occurred sometime 
then. The consistence of the tubal sac at that time is, however, 
against the ovum having died much before, if at all before, 26th 
June, as the sac had a boggy, somewhat soft feel, pointing to 
a living ovum or one just dead. If the embryo dies the tubal 
sac feels tense, hard, and elastic owing to a tubal mole having 
formed by haemorrhage into and around the ovum, and this 
must have occurred during the week between 26th June and 
3rd July. I therefore think the ovum did not die at the 
beginning of the metrorrhagia, but after there had been four 
or five recurrences, and as the sac at 26th June seemed to ' 
indicate an embryo about the fifth week, fertilisation probably 
took place seven to fourteen days before the last (apparently) 
normal menstruation in the last week of May. 
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A NOTE ON DELIVERY IN THE WALCHER POSITION 

IN A CONTRACTED PELVIS.^ 

By ROBERT JARDINE, M.D., 
Physician, Glasgow Maternity Hospital. 

As I have very recently had an opportunity of trying what 
is known as the Walcher position in delivering a woman with 
a markedly contracted pelvis, I have thought it might interest 
the Fellows of the Society to bring the case before them 
to-night. 

Mrs. B., 6-para, was admitted to the Maternity Hospital on 
the 20th November, sent in by Dr. Houston, of Shettleston. 
She had been in labour for twelve hours. Chloroform had 
been administered to her, and presumably an attempt had 
been made to deliver her, but of this she was not sure. 

On admission, she had strong and frequent pains, and she 
appeared exhausted. Sordes were present. Temperature, 98°; 
pulse, 100, and fairly strong. The foetal heart was very 
rapid, 168. 

Per Vaginara, — The rim of the os was still felt. The 
promontory was easily reached, but the large caput suc- 
cedaneum prevented accurate measurements being taken. The 
head lay transversely with the occiput to the right, and the 
saggital suture close to the promontory. The head was fixed, 
and had not passed the brim. 

I decided to try Milne Murray's axis traction forceps in the 
ordinary position first; if this failed, to give a trial to the 
Walcher position. Dr. Dick, the resident, applied the traction 
for a little while,' and I kept my finger on the head to judge 
of the progress. The caput enlarged, but the head did not 
pass the brim. The patient was then placed on her back with 
her buttocks at the edge of the bed, and the legs were allowed 
to hang down, the feet not touching the floor. On applying 
much less traction than before the head passed the brim 

1 Read on 16th December, 1896. 
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easily. The patient was then placed in the ordinary position, 
and the head brought down on to the perineum. The forceps 
was removed to allow the head to rotate, and delivery was 
easily accomplished by expression. 

The child, a female, was stillborn. It weighed 8J lb. The 
head presented an enormous degree of moulding. The biparietal 
diameter was 3 inches, and just above the ears 3^ inches, 
occipito-frontal 4| inches. The patient made a good recovery. 

I measured the pelvis before dismissing her. The inter- 
cristal diameter was lOf inches; the interspinous diameter, 
lOJ inches ; external conjugate, 7 inches ; diagonal conjugate, 
3J inches by my measurement, and 3 J inches by the resident's. 
The conjugata vera cannot be more than 2f inches. She is 
markedly rachitic, and her pelvic bones very thick. 

FoTTYi&i^ Obstetric History, — Her first and second children 
were born dead at full time, both delivered instrumentally, 
whether by forceps or craniotomy she could not tell. Her 
third child was born alive prematurely, and is still alive. 
Labour was induced by Dr. W. L. Reid, she says, between the 
eighth and ninth month. The fourth child was delivered 
by Dr. Black in connection with out-door service of the 
Hospital. It was delivered dead at the seventh month by 
turning. The conjugata vera was noted as being 2f inches. 
The fifth pregnancy was terminated in the Hospital last year 
by Dr. Oliphant by craniotomy at full time. The out-door 
physician had seen her at her home and brought her into 
the Hospital. The child weighed 6J lb. minus the brain, so it 
must have been considerably smaller than the sixth one 
delivered by me. 

Years ago the late Matthews Duncan showed that there 
was a certain amount of movement in the pelvic articulations 
during parturition, and that by what he called the nutation 
of the sacrum the conjugata vera could be increased by about 
one-third of an inch. By rotation of the innominate bones 
round an axis which passes through the sacro-iliac joints, the 
symphysis pubis is drawn away from the promontory, thus 
increasing the conjugate at the inlet but decreasing it at the 
outlet. The weight of the legs does this, acting through the 
ilio-femoral ligament (ligament of Bigelow),'which is attached 
" above, to the anterior inferior spine of the ilium, and below, 
to the anterior inter-trochanteric line " (Gray). 

The amount of increase varies, and different observers 
have given different results, but roughly speaking it may be 
estimated at one-third of an inch. A good description of the 
position will be found in Fothergill's book on midwifery, and 



S6 DBLIYBBT IN THE WALOHEB POSITION. 

also in a paper on the subject by him in the British Medical 
Journal of 31st October, 1896. 

This hanging of the legs is not only useful in increasing 
the conjugate, but it also relaxes the parts about the vulva, so 
that there will be less danger of the soft parts being lacerated 
by the shanks or traction rods of the forceps in drawing the 
head through the brim. After the head has passed the brim, 
the ordinary position should be resumed until the head is 
drawn down on to the perineum, and then, if there is any 
danger of laceration of the perineum, the legs may be allowed 
to hang down again to relax the parts. 

The position is not only useful in forceps delivery, but also 
in delivering the after-coming head in turning or breech cases, 
or the diminished head after perforation. 

I intend trying it in all suitable cases in the Hospital, and 
may be able to give reports of a number before the end of the 
session. 



A RESUME OF TWO YEARS' WORK AT THE WEST-END 
BRANCH OF THE MATERNITY HOSPITAL.1 

By J. M. MUNRO KERR, M.B., CM., F.F.P.S.G., 

Assistant to Professor of Midwifery, Glasgow IJDiversity ; Physician to 

West-End Branch of Maternity Hospital ; Dispensary Physician 

for Diseases of Women, Western Innrmary. 

I BRING under your notice to-night a r^ume of my two years' 
work at the West-End Branch of the Maternity Hospital. I 
do so because, on my appointment as physician to the district, 
this Society requested that reports of a similar nature to 
those given by Dr. Jardine when he held the post should be 
continued by his successors. 

During the two years we have had 951 cases. 

Number of women who were attended at their own 

homes who were confined at full time, 887 

Who were confined prematurely, .... 30 

Who miscarried, 34 



951 



Boys. Girls. Total. 

Children born at full time— alive, 486 391 877 

„ „ dead, 14 8 22 

prematurely — alive, 5 9 14 

dead, 8 9 17 






613 417 930 
There were 13 cases of twins. 

Operative Cases — 

Forceps, 32 

Version, ....... 4 

Craniotomy, 1 

Adherent placenta removed, ... 5 

42 
There were two maternal deaths. 

1 Bead on 27th January, 1897. 
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Before referring to the cases in greater detail, I would like 
just to say a word regarding their general management, and 
as our chief dread is septic infection, it is the means used to 
avoid this that I will briefly refer to. Before any vaginal 
examination of a patient is made, her external genitals 
between the buttocks and folds of the groins, and the front 
and inside of the thighs, are washed first with soap and 
water and then with some antiseptic such as perchloride, lysol, 
or carbolic. The hands of nurses, students, and doctors are 
cleansed in the same way. Instruments are boiled at home, 
and wrapped up in a linen case ready for use. A douche is 
given before delivery only when there is much vaginal dis- 
charge, and after delivery when the placenta and membranes, 
or portions of these, have been removed, when the foetus has 
been born in a macerated condition, and when there haa been 
much haemorrhage. In spite, however, of the precautions I 
have mentioned, we had a considerable number of cases where 
the temperature rose above normal during the puerperium, 
and where from other signs and symptoms there were 
evidences of some septic absorption having occurred. Such 
cases were fortunately not serious, and with vaginal or 
uterine douching soon recovered. Indeed, of the 951 cases, 
only two caused me any anxiety on account of the symptoms 
of septic infection they evidenced. 

Case I was where a hydatidiform mole was expelled 
naturally. The temperature immediately after the expulsion 
of the mass was 105°. On the following day it fell to 103**, 
and continued at that figure for about a week, after which it 
gradually returned to normal. The patient was very ill, had 
several rigors, lochia foetid, pulse so rapid sometimes that it 
could hardly be counted. From the first I douched out the 
uterus twice daily ; but owins^ to the fact that some portions 
of the degenerated chorion were being expelled from time to 
time, I curetted it on the third day of the puerperium, and 
removed a large quantity of foetid debris, consisting of the 
altered chorion and decidua. I was fully alive to the danger 
of the operation in such a condition ; but as the patient was 
really so very ill, and as curetting seemed the only thing left 
to be done short of extirpation of the uterus, I considered it 
indicated. Her condition steadily improved after the opera- 
tion, and ultimately she made a slow but good recovery. 

Case II. — Temperature on fifth day rose to 104°, with rigors 
and rapid pulse. It continued at that figure for two or 
three days, then fell to 103°, at which it continued for five 
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days before it returned gradually to the normal. The case 
was one of plural pregnancy where one of the twins was born 
in a macerated condition, and the treatment was intra-uterine 
douching twice daily until the temperature reached normal, 
and general febrile treatment. 

For intra-uterine douching in septic cases I believe per- 
chloride of mercury to be the best antiseptic. I have seen no 
evidences of poisoning by the drug ; the solution used is 1 in 
3,000, and is followed usually by boiled water. 

Maternal Deaths. 

In glancing now at the maternal death-rate, you notice we 
have had two cases that terminated fatally. In reality, com- 
plications of labour or of the puerperium were accountable for 
only one of these, for the second fatal case was suffering from 
broncho-pneumonia when she aborted. She died of broncho- 
pneumonia on the second day of the puerperium. The 
temperature, pulse-rate, and respiration ran very high. Both 
lungs were very extensively affected. For the first fatal case, 
however, we are responsible ; she died of haemorrhage from 
placenta praevia centralis. The case will be referred to when 
the cases of placenta praevia are being considered. 

Cases of Contracted Pelvis. 

I think Dr. Jardine remarked, in one of his most interesting 
reports to this Society on the work of the West-End Branch 
of the Maternity Hospital, that the number of contracted 
pelves one meets with in the district is not very numerous. 
I can fully corroborate this statement, for in looking over my 
notes I find only about a dozen cases where the pelvis is 
described as being deformed. I will refer to only four of 
these, for they were the only ones where there was any very 
great diflSculty in the delivery. Three of these were examples 
of the rachitic flat pelvis, the fourth was a justo-minor pelvis 
of a slight degree. In all the delivery was by forceps, except 
one in which craniotomy was performed. I may remark in 
passing that I prefer forceps to version in moderate degrees of 
flat pelvis where the child has reached full time. 

Case I. — In this case, the one in which craniotomy was 
performed, the pelvis was most deformed. The conjugata 
vera measured 3 inches. The patient was a primipara, aged 
20. When called by the nurse to see her, I found the os fully 
dilated, membranes ruptured, cord prolapsed, pulseless, flabby, 
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with head lying transversely, and only slightly fixed at the 
brim. The case was in exactly the same condition when nurse 
first saw her half an hour before my arrival. The child being 
dead, I perforated, and completed the delivery. She was told 
to be sure to return at the beginning of the seventh month 
and have labour induced should she again become pregnant. 
She took my advice, for, when pregnant for the second time, she 
consulted a well-known physician in the district, who, recog- 
nising the condition, induced labour at the middle of the 
seventh months-child presented by breech, but there was 
great difficulty with the after-coming head, which was finally 
delivered with forceps. Child was dead. 

In the other cases of contracted pelvis the delivery was by 
forceps. I have been in the habit until lately of always using 
Neville's axis traction forceps — in the following case, however, 
I used Cameron's : — 

Case II. — Patient, aged 23, third pregnancy. In the first 
pregnancy, labour was induced in the Glasgow Maternity 
Hospital at the beginning of the eighth month. Child was 
bom alive by the natural forces. The second pregnancy — a 
plural one — terminated spontaneously at the beginning of the 
seventh month. There was then also no difficulty. The third 
pregnancy, the one at which I attended, she had allowed to go 
on to full time, although warned never to do so. The pelvis 
was a scolio-rachitic one, with more room to right of sacral 
promontory. In the report of her first confinement in the 
Hospital Journal, the conjugata vera is stated as being 
3f inches. I was inclined to tiiink it was under that figure 
by a quarter of an inch. Head was lying in the transverse 
diameter of the pelvis, very slightly fixed at brim; the occiput 
was towards the more roomy side — the right. The os being 
fully dilated, I applied Cameron's forceps. Delivery was easy; 
very little force was necessary in getting the head through 
the brim. Child was a well-developed female, and cried 
lustily immediately after its birth. I have noted in my 
journal regarding this case : — " Undoubtedly everything was 
in favour of getting a living child through in spite of the 
deformity of pelvis present. The head was not large, was 
very mouldable, and there was greater room in the pelvis to 
the right side, and fortunately the occipital end of fcetal head 
was directed to that side." 

Case III. — In this, the third case of rachitic flat pelvis, 
there was but little difficulty in delivering with Neville's axis 
traction forceps. The conjugata vera measured 3^ inches ; the 
right side again was more roomy than the left. The head 
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entered the pelvis with its long axis in the transverse dia- 
meter of the pelvis, and with the occipital end towards the right 
— the more roomy side. The child, a mature one, was smaller 
than normal. The forceps caught the head obliquely — one 
blade over side of forehead, other over side of occiput. There 
was left facial paralysis, which disappeared in a day or two. 

Case IV. — In this case the pelvis was a justo-minor of a 
slight degree. The presentation was a first vertex. I had great 
difficulty in getting the child's head through the brim, for, in 
addition to the deformity of the pelvis, the child was a very 
large one, and the head moulded badly owing to the extent to 
which ossification had advanced. It also was born with left 
facial paralysis, but otherwise seemed perfectly healthy. 
When about a week old, however, it was seized with general- 
ised convulsions, and died in a day or two. I have no doubt 
that during delivery in this case some injury had occurred 
to the brain or upper part of spinal cord. A post-mortem 
examination was unfortunately not allowed. 

These cases of rachitic flat pelves are of interest, as illus- 
trating what is well known, but is not sufficiently appreciated 
in practice — i. e., that in rachitic deformity of the pelvis it is 
extremely common to find one side of the pelvis more roomy 
than the other. So common is this that, as far as I have 
seen, the majority of rachitic pelves are examples of the 
so-called scolio-rachitic deformity. The importance of this in 
practice is that in vertex presentations, whether the delivery 
is accomplished by the natural forces or by forceps, the passage 
of the head through the brim of the pelvis will be more easy 
or more difficult according as the occipital end of the child's 
head is directed to the more roomy or less roomy side. 

Turning now to the cases of version, I find this operation 
was performed four times — twice for transverse presentations, 
and twice for placenta praBvia. With the cases of transverse 
presentations there was no difficulty, and both the children were 
born alive. 

Cases of Placenta Previa. 

Case L — Patient, aged 35, sixth pregnancy. When I first 
was called to see her the os was the size of half a crown. 
There had been several attacks of haemorrhage during the few 
days preceding labour. She was blanched to an extreme 
degree; pulse was rapid and intermittent. Placenta completely 
covered the os. I tried to reach margin of placenta, dilating 
OS at the same time, but could not, and so pushed my finger 
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through ; found head presenting, turned/ and extracted slowly 
as hsBmorrhage had ceased. Child was not quite full time, 
was dead, with epidermis peeling off. Placenta was very large 
and thin. Intra-uterine douche given. She made an excellent 
recovery. 

Case II. — Also one of complete placenta prsevia. It unfor- 
tunately terminated fatally. The patient had been bleeding 
some hours before she sent for assistance. The out-door house 
surgeon at the hospital kindly attended in my absence, per- 
formed version, and delivered as rapidly as possible. Unfor- 
tunately, however, she died almost immediately after. Child 
was dead and premature. 

Other Caaea of HcBmorrhage. — Of accidental haemorrhage 
we had a few cases. Only three were at all severe — there 
was nothing, however, of any special interest. 

With the cases of alDortion there was also very little trouble. 
In one or two there was some difficulty with the placenta — 
sometimes the whole, sometimes portions of it being retained. 
I much prefer the finger to the curette for removing such 
retained portions, especially when the pregnancy has advanced 
beyond the third month. 

Of Post-partum Hcemorrhage we had two severe cases — one 
especially so. In both, the children were bom before the 
arrival of the nurse. 

Case I. — Patient, aged 27, second pregnancy. In first, 
placenta had been adherent, and was removed by Dr. Jardine. 
When nurse arrived child was born, but placenta was retained, 
and she could not express it. Haemorrhage was very profuse, 
indeed, before my arrival. I found patient gasping for breath, 
and quite pulseless. I expressed placenta, and with hot 
douching and ergotin subcutaneously, we got the haemorrhage 
arrested. She made a slow, but good recovery. 

Case II. — Patient, aged 33, tenth pregnancy. Child was 
born before arrival. ' It was about six months old, and was 
macerated. Placenta could not be expressed; haemorrhage 
very severe. I introduced my hand and removed the placenta, 
after which uterus contracted so well that nothing further 
had to be done ; the haemorrhage became completely arrested. 

This last case illustrates very well the necessity of promptly 
removing the placenta by introducing hand into uterus if 
there is much haemorrhage during the third stage. By delay- 
ing, and trying to stimulate the uterus to contract by kneading, 
&c., the patient's life may be greatly endangered. 
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Cases of Convulsions. 

We had only two cases of convulsions. One was a case of 
eclampsia occurring in a multipara, aged 25. Convulsions 
occurred in second stage. Dr. Brown, house surgeon at the 
hospital, kindly attended her in my absence. She had three 
fits before delivery, none after. Delivery was completed by 
forceps. Albumen was present in moderate amount until 
fourth day of puerperium, after which it gradually disappeared. 
She made an excellent recovery. 

The second case was a multipara, aged 89. Convulsions 
came on in puerperium. They were limited to right side of 
body, right arm, leg, and face. Patient informed us that some 
years previously she received an injury to her head, and that 
ever since that time there had been a certain amount of paresis 
and rigidity of right side. 

Lacerations to Perineum. 

Tears in perineum, if at all extensive, are stitched at once. 
The results have not been very satisfactory. It is so difficult 
to keep the patient at rest, and, of course, without absolute 
rest and cleanliness little can be expected. 

Cases of Mastitis. 

Abacessea of Mavimary Glanads, — I have had to open only 
on three occasions. In one, the only case I will refer to, the 
right breast was very extensively aiiected. I had to make five 
incisions into it on several occasions. The patient was very 
ill, indeed, for a time, and presented many symptoms of septi- 
C8dmia ; however, these passed away. 

While speaking of this case, I may just give you an 
example of the ignorance and stupidity we have to contend 
with. After having made several incisions in the breasts and 
dressed the wounds one morning, I returned in the evening, 
hoping to find my patient much improved. What was my 
horror, then, in finding her instead blanched to an extreme 
degree, gasping for breath, and with a pulse almost imper- 
ceptible. The bed was saturated with blood, and there was 
still a little blood oozing from the wounds. I asked why they 
had not sent for either nurse or myself — we were both quite 
near at hand. The mother, who was in attendance, replied 
quite seriously, " Oh I but, doctor, we thought that was the 
bad blood coming away from her.'* So far through was the 
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patient, that I was on the point of transfusing ; however, with 
arrest of the hssmorrhage, and saline injections per rectum, 
she gradually improved. I was greatly indebted to the 
matron of the Sick Poor and Nursing Association for her 
kindness in sending nurses to attend to this patient, for so ill 
was she that for several days and nights a nurse had to be in 
constant attendance. 

Case of Cardiac Disease. 

The only case that had to be sent to the hospital was a 
young woman with valvular disease of the heart. I sent her 
to the hospital because she required constant nursing. It was 
the patient's fourth pregnancy. She was suffering from mitral 
disease, with evidences of both obstruction and regurgitation. 
As pregnancy advanced she gradually became worse, until she 
died in the most wildly maniacal condition. 

Septic Bash. 

In one of the cases a well-developed rash appeared during 
the puerperium. It was Case III of contracted pelvis. The 
rash appeared on the second day of the puerperium, and 
resembled the early stage of a measles one. It was distributed 
over the extensor surface of the arms and legs, but especially 
over the elbows and knees ; also, but less markedly, over the 
buttocks and lower part of back. There were evidences of 
some slight septic absorption. The temperature was raised 
slightly above normal, and the lochia were foetid. With vaginal 
douching, however, the temperature fell to normal, and the 
lochia lost their foetid odour. The rash disappeared after two 
days. It was evidently a septic one — the distribution and 
appearance, along with the foetid lochia, pointed to that. 

The Children. 

The presentations were — Facial, 3; breech, 31 ; transverse, 2 ; 
funis with vertex, 2 ; the rest were vertex presentations, but 
the relative frequency of the different positions I cannot give, 
as in only a few of the cases was I present* at the birth. 

There were three cases of monstrosities — one case of 
anencephalus, one of exomphalos, and one which nurse could 
not describe, and most unfortunately destroyed. We had a 
case of spina bifida — it was situated in the lumbar region — 
the child only lived ten days. In one case a macerated foetus 
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of seven months was expelled with the membranes and placenta 
entire. Twins occurred 13 times. Presentations were — Both 
head, 6 times ; head and breech, 4 times ; breech and head, 
3 times. As I was present at none of these births, I cannot 
say anything regarding the placentse. 

It speaks very highly for the skill of the nurses in 
charge that amongst cases of breech presentations occurring 
at full time there was a mortality of only 7 per cent — I say 
it speaks highly for the nurses, because with most of the cases 
they were unassisted, and had sole charge of the delivery. 

Such, then, Mr. President and Fellows, are a few of the 
cases that have interested me in the work of the West-End 
Branch of the Maternity Hospital during the past two years. 
I hope the details of them have not wearied you, for they are 
very ordinary cases. You are all meeting with similar ones daily. 
In conclusion, I have only to thank those medical men who 
have assisted me from time to time, and have attended to 
the work during my absence. Particularly would I thank 
Drs. Hunter and Riddell. My best thanks are also given 
to the nurses, who have been untiring in their attention to 
the patients and in their conscientiousness in following out 
my instructions. 



A SERIES OF CASES OF ECTOPIC PREGNANCY, WITH 
REMARKS ON DIAGNOSIS AND TREATMENT.^ 

By JOHN EDGAR, M.A., B.Sc, M.B., F.F.P.S.G., 

Professor of Midwifery and Diseases of Women, Anderson's College Medical 
School ; Surgeon, Glasgow Samaritan Hospital for Women. 

Between September, 1896, and February, 1897, 1 had under 
my care seven cases of ectopic pregnancy. As the subject 
is one which has been attracting a considerable amount of 
attention of late, and as these seven cases exhibit a variety 
of the phases of the disease, I have thought that a history of 
them, with some remarks on diagnosis and treatment, might 
prove of interest and raise some valuable discussion. I have 
not arranged the series chronologically, but in the following 
order : — 

1. Four cases of tubal pregnancy ending in (a) hemorrhage 
into the tube without escape into the peritoneal cavity; 
(6) incomplete tubal abortion; and (c) tubal rupture; all 
removed by abdominal section. 

2. Two cases of pelvic haematocele the result of tubal 
abortion or rupture, one treated by the expectant method, the 
other by vaginal incision and drainage. 

3. One case of abdominal pregnancy treated by vaginal 
incision and drainage. 

I shall preface my remarks on diagnosis and treatment by 
reading you a short history of the cases. 

Case I. — Hoemorrhage into the right Fallopian tube without 
escape into the peritoneal cavity — Hcematorria of right ovary 
* — SalpingO'Oophorectomy — Recovery. 

Mrs. W., sat. 39, was sent into the Samaritan Hospital on 
13th February of this year by Dr. Macphail, Whifflet, com- 
plaining of abdominal pain of four weeks' duration. 

Since marriage fourteen years ago she has had two children, 
both bom at full term. The labours were instrumental, but 

1 Kead on 28th April, 1897. 
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the puerperia normal. The first child, 13 years of age, is 
alive and healthy, but the other, two years younger, is the 
subject of "morbus coeruleus." While pregnant with the 
latter child, Mrs. W. had at the fifth month a profuse uterine 
haemorrhaffe, which lasted a week. 

Dating &om the latter confinement, there was before admis- 
sion almost constant pain in the left iliac region, worse at the 
menstrual periods and on exertion. Menstruation, which 
formerly had been always regular and lasted five days, was 
thereafter three-weekly and of seven days' duration. The 
quantity, also, was more profuse, and there was considerable 
leucorrhoea. About three yeai:s ago she was for five weeks in 
Professor Simpson's ward in the Edinburgh Royal Infirmary. 
No operation was done, but she stated that " her womb was 
burned." 

On the 18th of January last, her menstrual period having 
been five days overdue, patient was suddenly seized, while 
sitting quietly at the fire, with severe pains in the lower part 
of the abdomen, sacral region, and front of thighs. The pains 
were like those of labour, and were accompanied by sickness 
and retching, cold sweat, and abdominal swelling. She felt 
faint, but did not lose consciousness. She was assisted to bed, 
and the doctor on his arrival gave her a hypodermic injection 
of morphia. On the 20th, uterine haemorrhage began, but it 
was not profuse, lasted only five days, and, up to date of 
admission, had not recurred. Several lumps were passed. 
On the 24th, and again, on attempting to rise out of bed, on 
the 27th, the attack of abdominal pain, retching, and faintness 
recurred. There was no subsequent recun-ence, but patient 
was so weak that she was unable to get out of bed. From 
the onset of the first attack micturition was frequent and 
scanty, and def SBcation difficult. 

On admission I found the uterus, which was dense, slightly 
enlarged and only slightly movable, pushed to the left side 
and somewhat forwaris by a boggy, lobulated mass of the 
size of an orange. This mass occupied the right postero- 
lateral region of the pelvis, to which it was adherent. It was 
adherent also to the left posterior surface of the uterus, and 
was not tender on pressure. Pulsation in the right fornix 
was more marked than in the left. Examination of the left 
appendages revealed numerous tender adhesions. On squeezing 
the mammas some secretion was obtained, which showed 
abundant fat globules under the microscope. 

On the third day after her admission to the hospital, I 
carefully removed two portions of endometrium by means of 



48 A SEBIES OF CASES OF EOTOPIO PBEGNAKGY, 

the curette. Every antiseptic precaution was employed, and 
no violence used. The uterus was not pulled down, but was 
kept steady by means of a volsella. No ansBsthetic was 
given. 

Both of the scrapings showed under the microscope numerous 
decidual cells. 

From 19th till 23rd February there was considerable uterine 
haemorrhage, accompanied with severe pain in the sacral and 
left iliac regions, but no shreds of decidual tissue came away. 

On the 27th, the mass in the pelvis having remained the 
same as on admission, I performed abdominal section. Some 
difficulty was experienced in breaking down the numerous 
adhesions, and while doing so the mass collapsed, and a quantity 
of dark blood escaped into the peritoneal cavity. On bringing 
it up, it was found to be the distended right tube. Ligatures 
were applied, and both tube and ovary were removed. The 
left appendages were then freed from their adhesions, but 
were not removed. 

Patient made a good recovery, and was dismissed on 31st 
March. 

The following note was taken immediately after the 
operation : — " The uterine end of the tube is, to the extent of 

3 cm., occluded, convoluted, and slightly thickened. The part 
beyond this is distended by a firm round clot (tubal mole) 

4 cm. in diameter. The ostium abdominale is closed, but a tiny 
opening is found in it on close inspection, and on pressing the 
tube dark blood is found to exude through this opening. The 
whole of the tube beyond the clot is greatly distended with 
dark fluid blood. The tube wall is thin, but is not ruptured. 
The ovary is dark, globular, and fluctuant, and measures 4 cm. 
in diameter. On opening it, it is found filled with dark fiuid 
blood." 

Case II. — Incom'plete tubal ahortion with expulsion of 
uterine decidua — Appendicitis — Scdpingo-oophorectomy and 
removal of vermiform appendix — Recovery. 

Mrs. T., 8Bt. 32, has been married for the last five and a half 
years. Before marriage, though never robust, she always 
enjoyed fair health, and menstruation was of the usual twenty- 
eight day type ; duration six days ; quantity small ; free from 
pain. Two months after marriage she was confined to bed for 
two days with pain in the left iliac region, for which she 
was poulticed. From that time onwards she was troubled 
occasionally with pain in this part, especially for the first two 
days of each period, and also when tired. So severe was the 
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pain at times, that she was compelled to have recourse to hot 
applications. 

Further enquiry from herself and her husband, who was 
formerly a non-commissioned officer in the Scots Greys, fails 
to elicit any history of scalding micturition, purulent discharge, 
or abortion. 

There have been three children bom of the marriage, all of 
them at full term. All the labours were natural, no instruments 
used. I was her medical attendant at all three. The first 
child, bom on 6th August, 1892, at full term, was small, and 
died on the twelfth day. It was not at home when it died, 
because its mother, a few days after its birth, was infected 
with scarlet fever through the visit of a friend who had on the 
previous day accompanied a relative on his way to Belvidere 
Fever Hospital with scarlatina. During the course of this 
illness, Mrs. T.'s left breast suppurated, but the scarlatina was 
not of a malignant type. Recovery was tedious. Fourteen 
months thereafter the second child was bom. It was well- 
developed, and is still alive and healthy. During the later 
months of her pregnancy she complained of occasional pain in 
the csecal region, and a few days after the confinement this 
pain recurred with such severity that fomentations were 
applied. The opinion given by me at the time, that it was due 
to a subacute attack of appendicitis, was verified later on at 
the time of the operation. 

The third child was bom on 14th May, 1896, and, like the 
last, is still alive and healthy. During the pregnancy and 
puerperium the pain in the C83cal region recurred. From May 
till the end of the year patient's general health was fairly good, 
but when tired or chilled she complained of pain in the C8ecal 
region, and also, though to a slighter degree, in the left iliac 
region. 

On the 5th of January of this year I was sent for, and 
found Mrs. T. suffering from another attack of appendicitis, 
brought on, according to her statement, by a wetting two days 
previously. I examined her and found tenderness and a slight 
swelling at M'Bumey's point. Bimanually, I found the uterus 
somewhat retroverted, the right appendages normal, but the 
left tube distended at its outer end to the size of a damson. 
On the following day, though the inflammation was subsiding, 
I decided to get a consultation. Next day Dr. Hector Cameron 
saw the patient with me, and gave his opinion that the question 
of operation should be left over at present. 

Early in the morning of the 11th I was suddenly summoned, 
and found Mrs. T., who had till then been progressing favour- 
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ably, in a state of semi-collapse, and complaining of pain all 
over the abdomen, but more especially in the left iliac region. 
Slight uterine haBmorrhage had begun on the 8th, a few days 
before menstruation was expected (the date of the last period 
having been 12th till 18th December), and she thought the 
pain was due to this, but stated that it was much worse than 
usual. Examination revealed a considerable degree of tender- 
ness in the left appendages; but subsequently I made out 
that the swelling which I had discovered previously had become 
slightly larger, and was doughy in consistence, while pulsation 
in the left fornix wate somewhat increased. I suspected tubal 
pregnancy, but was assured by both husband and wife that 
pregnancy was out of the question. The haemorrhage con- 
tinued only two days. 

On the 20th there was a second attack of the same kind, 
which rendered mv suspicions stronger, and I had resolved to 
get a scraping oi the endometrium in order to search for 
decidual cells, when first two or three fragments and then a 
larger portion of decidua were expelled from the uterus. 
Microscopic examination revealed groups of decidual cells, 
and on the 26th I got the patient removed to the Sandyf ord 
Nursing Home. Next day, assisted by Drs. M'Bryde and 
Russell, Dr. M'Conville giving chloroform, I made a mesial 
incision in the abdomen, and, after breaking down a few 
posterior adhesions, during which a slight quantity of dark 
blood escaped, I removed the left uterine appendages. Through 
the same incision, but with some difficulty owing to the close 
adhesions of the caecum and ileum to one another and to the 
anterior abdominal wall, I removed the vermiform appendix, 
which was found curled up, slightly distended at its extremity, 
and adherent along its whole length to the caecum. 

On examining the Fallopian tube afterwards I found it 
distended at its infundibular extremity to the size and shape 
of a large plum. Section of it revealed that haemorrhage 
had occurred into the decidua and also into the amniotic sac ; 
but there was a free space between amnion and chorion. The 
embryo had been completely disorganised, as nothing but 
blood-clot was found in the amniotic sac. 

The ovary was occupied by two large corpora lutea, one 
larger than the other. 

Mrs. T. made a good recovery, and went home on 27th 
February. I saw her on Saturday last (24th April) ; except 
for debility, which still persists to some extent, she is in good 
health and is free from pain. 
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Case III. — Psevdo-intraligamentous tubal pregnancy — In- 
complete tubal abortion — Salpingo-oophorectoTny — Recovery, 

Mrs. H., aet. 28, on the advice of Dr. Halket, sent for me 
on 26th January of this year. She complained of uterine 
haemorrhage of three weeks' duration, and or recurrent attacks 
of abdominal pain during the same period. 

I obtained the following history: — "Married eight years 
ago, she has had two children. One, bom seven years ago, 
died of hydrocephalus when four months old ; the other, bom 
five and a half years ago, is still alive and healthy. Both 
labours were natural, no instruments having been used, and 
the first puerperium was normal. After the second confine- 
ment she got on well till, on rising on the tenth day, she was 
seized with pain in the left iliac region. This soon passed ofl^, 
but ever since it has recurred during each menstrual period, 
and also on getting wet, but not on exertion. For four years 
after this confinement menstruation, which had previously 
been regular, was delayed on an average about twice a year 
for about two weeks. On each of these occasions the quantity, 
at other times moderate, was profuse and accompanied with 
clots, but these clots were never examined. For fully a year 
now, however, menstruation has been regular, lasting three 
days, and quantity normal. 

" On 5th January of this year, her period having been four 
days overdue, uterine hasmorrhage set in, with severe colicky 
pains in the abdomen, and has continued ever since. For the 
first week the flow was slight ; but on the 12th, with a second 
attack of acute abdominal pain, it became and has continued 
more profuse. There have been some small clots, and a few 
shreds which may have been decidual, but were unfortunately 
not retained for inspection. The attacks of abdominal pain 
returned on the 17th and 23rd, and on the evening of my 
visit, the 26th. Each attack was of the nature of colic, lasted 
about half an hour, and was felt over the whole abdomen. 
For the rest of each day there was a feeling of tenderness in 
the left iliac region. With each attack she felt faint and 
exhausted, and had to sit or lie down ; but between times she 
went about her usual housework. 

"During the last week there has been a bearing-down 
feeling — a feeling as if something should come away — and 
the bowels have not moved for three days. Micturition is 
normal. 

" Her family history is bad, as, though her father is alive 
and well, her mother and four maternal uncles all died of 
phthisis." 
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On bimanual examination I found the slightly enlarged 
uterus pushed to the right side* by a soft elastic mass the size 
of a goose egg. This mass was circumscribed, but not freely 
movable, and it bulged down the left fornix. Vaginal pulsa- 
tion over it was marked, much more so than in the right 
fornix. 

Thinking myself justified in diagnosing ectopic pregnancy, 
possibly intraligamentous, I got Mrs. H. sent on the same 
day into the Sandyford Nursing Home. On the following 
day Dr. M'Conville gave chloroform, and with the assistance 
of Drs. Halket and Russell I performed abdominal section. I 
found on passing my fingers into the pelvis that the mass was 
firmly adherent posteriorly, and it was with some difficulty 
that I managed to free it sufficiently to bring the mass 
up through the abdominal incision. While separating the 
adhesions a small quantity of dark fluid blood escaped. I 
then found that the pregnancy was tubal, not intraligamentous 
as I had supposed. I ligated the pedicle, and removed both 
tube and ovary. 

On opening the tube, which was unruptured, I foimd it 
occupied in its middle third by a tubal mole of the size of a 
plum. The fact that it was the result of conception was 
verified later by finding chorionic villi in the mole and a 
large corpus luteum in the ovary. 

Mrs. H. made a good recovery, and returned home in March. 

Case IV. — Double tubal pregnancy, each ending in rupture 
of tube — Double salpingo-oophorectomy — Recmjery. 

Mrs. B., set. 33, was seen by me in consultation witH Dr. 
Ritchie on 18th November, 1896. We came to the conclusion 
that she was suffering from ruptured ectopic pregnancy, and 
got her admitted into the Samaritan Hospital on the following 
day. 

Twice married — to her first husband she had three children ; 
to her present husband only one, bom four years ago. All 
four children are alive and well. The labours were tedious, 
but otherwise normal, and the patient always made a good 
recovery. She had always previously had good health, and 
had never been troubled with leucorrhoea nor pelvic pain, 
while menstruation was regular, painless, and of moderate 
quantity, each period lasting three days. Between March and 
May of 1896, however, there was amenorrhoea for seven weeks, 
and as during this time there was morning sickness, and her 
breasts were full and tender, patient thought that she was 
pregnant. At the end of the seven weeks, Mrs. B. was suddenly 
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seized with severe pain in the hypogastrium and right iliac 
region, and with uterine haBmbrrhage. There were no rigors 
nor pyrexia, but patient felt very ill, and the bleeding lasted 
four or five weeks. For the first fortnight she kept her bed, 
and then for the rest of the time was up and down. She did 
not remember having passed any clots nor shreds of membrane. 

In the beginning of July, four weeks after the cessation 
of the haemorrhage, a normal menstrual period occurred. It 
lasted three days, quantity small, and was not accompanied 
with pain. At the beginning of August and of September, 
periods of the same character occurred ; but from 2nd 
September till 30th October, there was a second period of 
amenorrhoea, during which she had the same symptoms of 
pregnancy as before. She was entirely free from pam till, on 
the 28th of October, about 6 A.M., she was awakened with a 
desire to defaecate. While on the stool she suddenly fainted. 
On recovering consciousness she found herself very weak and 
bathed in sweat, and her abdomen swollen and tender. The 
tenderness was most marked in the left iliac region. During 
the day she had seven attacks of syncope, and there was a 
good deal of retching, but no pyrexia. Two days afterwards, 
slight uterine haemorrhage set in and lasted five days. Some 
small lumps and membranous shreds came away, which she 
showed to Dr. Ritchie, who examined them and considered 
them to be clots and decidual tissue. The uterine haemorrhage 
recurred on 13th November and lasted till the l7th, but, 
though the left iliac region continued to be tender, there were 
no recurrences of severe pain. Micturition was frequent and 
scanty, but defaecation was normal. 

On bimanual examination I found the cervix uteri hard and 
lacerated bilaterally, and the os patent, but not sufficiently so 
to admit a finger. The uterus was somewhat enlarged, and 
was retroposed and slightly dextroposed. The right appendages 
were apparently normal, but to the left of the uterus, in the 
upper part of the pelvis, was a soft, oval, but not easily 
definable mass. This mass was not specially tender nor easily 
movable. From its posterior surface down into the pouch of 
Douglas, to the level of the external os, there extended a firm 
mass of the length and thickness of a man's finger. Pulsation 
in the left fornix was more distinct than in tKe right. The 
sound parsed 3^ inches. 

On the evening of the day of admission I removed two small 
portions of endometrium, using the same precautions as in the 
case of Mrs. W., and found abundance of decidual cells. 

On the 22nd I performed double salpingo-oophorectomy 



54 A SERIES OF CASES OF BCTOPIO PREGNANCY, 

through an abdominal incision. A good many adhesions had 
to be separated posteriorly on both sides, ana the finger-like 
mass in the pouch of Douglas was removed and found to be 
firm blood-clot. No other blood-clot nor any fluid blood was 
found. 

On examination of the left tube an oval bulging, 3 cm. by 
2^ cm., was found in it at a distance of 2^ cm. from the 
fimbriated extremity. At the postero-intemal part of this 
distended portion there was a small rupture of the tube wall, 
at which part a firm, dark-red clot, mea^turing 4 J by 2 J by 1 J 
cm., adhered to the posterior surface of the tube. The ostium 
abdominale was closed, but the rest of the tube appeared to 
be normal. The broad ligament was thickened, spongy, and 
vascular, and the ovary, normal in size, contained several 
unruptured Graafian follicles and a large corpus luteum. On 
openmg the tube no embryo was found, but the distended 
portion was occupied by a tubal mole, as evidenced by the 
presence of chorionic villi. 

On examination of the right appendages, the portion of the 
tube removed was found to be 5f cm. in length. On the 
posterior surface, IJ cm. from its uterine extremity, there was 
a small rupture of the tube wall to which was adherent a clot, 
darker, firmer, and much smaller than that attached to the 
left tube. It measured | cm. in diameter. The tube at this 
part was distinctly smaller in diameter, and on laying it open 
the canal was found to be markedly stenosed. On either side 
the tube seemed normal, except that on the upper surface, 
at a distance of 1 cm. from the ostium abdominale, there was 
an accessory ostium, surrounded by fimbriae fully | cm. in 
length. Both ostia were patent. 

The right ovary was normal in size, but to its postero- 
external surface there was adherent a firm, dark-red clot, 
measuring 3 by 2 by IJ cm. On removing this clot, it was 
found to be protruding from a ruptured cyst, measuring 
IJ cm. in diameter. 

Patient made a good recovery, and was dismissed on 4th 
January, 1897. She is at present in good health. 

Case V. — Tubal abortion (?), with eocpulsion of complete 
decidual cast of uterus — Subsequent ahortion or n^pture 
ending in formation of retro-uterine hoematocele — Medical 
treatment — Improvement 

Mrs. C, set. 34, was admitted into the Samaritan Hospital 
on 8th October, 1896, complaining of severe pelvic pain and of 
uterine haemorrhage of three weeks' duration. She has been 
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twice married, the second time four years ago. To her first 
husband she had five children, to her present husband none. 

On the 23rd of September Dr. Gracie telephoned to me that 
he would like me to see a case of abortion with him. I ordered 
a cab, and soon joined him. The patient, Mrs. C, I found 
weak but not collapsed, and bleeding per vaginarri. Dr. Gracie 
informed me that ever since her last marriage Mrs. C. had been 
sufierinff from pain in her right side and from irregular, 
profuse menstruation, and that during this time, she had been 
under the care of a number of gynaecologists — Prof. Murdoch 
Cameron, Dr. J. K. Kelly, Dr. Tindal, &c. A few days 
previously she had begun to bleed per vaginam, and shortly 
before I arrived had passed a complete decidual cast. As the 
patient had had amenorrhoea of five weeks' duration, and was 
at the time taking a mixture which had been given her for 
profuse menstruation, Dr. Gracie concluded that Mrs. C. was 
suffering from an abortion. I examined her bimanually, and 
found the os patent, the uterus slightly enlarged, and the right 
tube distended near its outer extremity to the size of a damson. 
I informed the doctor of what I had found, and stated that 
the sactosalpinx would doubtless require an abdominal section 
later, when patient had regained her strength. As there was 
a good deal of bleeding, I curetted the uterus very gently, and 
applied carbolic acid. A few days afterwards I learned that 
the patient was still weak, and still bleeding, though not 
profusely. 

On the 7th of October I got word that the patient had 
suddenly become much worse, that she was complaining of 
severe abdominal pains, and that the bleeding still continued. 
On the 8th she was admitted into the Samaritan Hospital, and 
I found her pale and feeble, temperature 99°, pulse weak and 
rapid. There was retention of urine. On drawing it off*, I 
found bimanually that the cervix was soft and the os patent, 
and that the slightly enlarged uterus was pushed forwards to 
within half an inch of the pubis and slightly to the left side 
by a large fluctuant mass, slightly tender on pressure, which 
filled the whole upper segment of the pelvis behind the uterus, 
though the main mass was more to the right. 

The true nature of the case was now clear. The distended 
right tube which I had felt had been a gravid tube, and the 
mass which now filled the pelvis was a haematocele. After 
considering the case carefully I resolved to try the expectant 
treatment. I kept her in bed, put her on light diet, and 
ordered two vaginal douches daily. The hsematocele diminished 
in size, rapidly at first, then slowly. 
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On 26th October the following note was taken : — ** Uterine 
haemorrhage ceased two days ago (since admission it had been 
constant though slight in amount). Patient is constantly 
complaining oi a burning pain in her back, especially under 
the right scapula. On bimanual examination the mass is now 
found to be about half the size, and only slightly tender. It 
still stretches from side to side of the pelvis, but it is limited 
to the posterior third. Its consistence is boggy. The uterus 
is placed further back in the pelvis and is somewhat more 
movable." The uterine haemorrhage recurred on 1st November, 
but, as it lasted only till 4th November, and recurred from 
26th November till 28th November, and again on the first two 
days of January, it was doubtless menstrual. 

On 8th December patient's general condition had greatly 
improved, but she was still weak and still complained of 
burning pain in her back. The uterus was an inch and a half 
from the pubis, was still sinistroposed, and was now slightly 
retroverted. The mass behind, still somewhat doughy in 
consistence though much firmer, had diminished to about the 
size of an apple. The temperature all along had been slightly 
subnormal. She was dismissed on 12th December, and has 
since then been attending the Samaritan Dispensary. The 
mMS has been gradually getting smaller. On Saturday last 
(24th April) it was of about the size of a hen's egg, and 
lobulated in shape. It is situated immediately behind the 
uterus, which has been getting more freely ihovable. Patient's 
general condition has greatly improved, but she still feels 
unable for anything but light housework. The burning pains 
in her back annoy her considerably. 

Case VI. — JRetro-uterine hcematocele — Vaginal indaion 
followed by emptying of sac and drainage — Recovery. 

Mrs. M., set. 40, was sent into the Samaritan Hospital on 
23rd December, 1896, by Dr. George Macintyre, complaining 
of bleeding of seven weeks' duration. 

Married for fifteen years, she has had six children, the last 
of whom was bom eighteen months before admission. The 
labours and puerperia were all normal. The youngest child 
she nursed for a twelvemonth. Menstruation was then re- 
established, and was normal in every respect. 

Seven weeks before admission, after a period of eight 
weeks' amenorrhoea, during which she had the usual early 
symptoms of pregnancy — such as morning sickness — a sudden 
profuse uterine haemorrhage with intense abdominal pain set 
m. The bleeding continued for four days, but soon recurred, 
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and continued more or less up till admission, the longest 
interval being six days. At first the flow was accompanied 
with clots, some of them large. The pains at the onset were, 
she stated, worse than labour pains, and she had a feeling as 
if something would come away. She felt faint, a cold sweat 
broke over her, and her abdomen became swollen and tender. 

For a week before this she had had slight pains in the 
abdomen. For the first five weeks she had rectal tenesmus 
and painful micturition. Up till admission patient was com- 
pelled to keep almost constantly in bed. 

On examination, I found the vaginal walls slightly prolapsed, 
the cervix small and indurated, and the os patent sufficiently 
to admit the index finger to4he root of the nail. The uterus 
was somewhat dextroposed, prolapsed, and pushed forwards to 
within a finger-breadth of the pubis by a tense, elastic, rounded 
mass, which filled the whole pelvis up to the level of the brim, 
and bulged downwards behind the uterus to an inch below 
the level of the external os. Both mass and uterus were 
completely fixed, and the sound passed 3J in. The rectum 
was compressed and pushed downwards by the retro-uterine 
mass. 

Diagnosis. — Pelvic haematocele the result of ruptured ectopic 
pregnancy. 

On 26th December two small portions of the endometrium 
were removed by means of the curette, but no decidual cells 
were found. 

On the 2nd January, chloroform was given, and having 
made a transverse incision in the posterior fornix, I introduced 
two fingers and removed the contents of the sac. These were 
partly dark fiuid blood and partly dark blood-clot, some 
portions of which were partially organised. There was scarcely 
any fresh bleeding. The cavity was douched, and then packed 
with iodoform gauze. Before doing so, I made a careful 
search bimanually — my two internal fingers being in the sac 
— for a dilated tube, but without result. 

The cavity was thereafter douched daily and repacked with 
gauze till the 11th, when the packing was inserted into the 
vagina only. On the 19th the cavity had contracted so much 
that a uterine sound could not enter farther than an inch and 
a half. From that time till her dismissal on the 29th patient 
received simply vaginal douching. 

On the 26th the following note was made in the journal : — 
" Sac has completely closed ; only a small transverse dimple in 
posterior fornix. Uterus adherent posteriorly. No mass, 
simply adhesions, felt. No pain. Feels well. Has been out 
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of bed since Friday, 22nd January." The cavity had thus 
taken twenty-four days to close. The temperature was 
normal throughout. 

27th April. — "Patient is looking well. She has menstruated 
three times — 28-day t3rpe; duration, three days; quantity 
somewhat more than formerly. No pain. On examination 
the uterus is found still slightly prolapsed, but it is much 
more movable, and the adhesions posteriorly are much less." 

Case VII. — Abdominal pregnancy — Septic symptoms- 



Vaginal incision, followed by removal of placenta and four 
and a IiaZf months' foettus — Drainage — Recovery. 

Mrs. R., 89t. 38, was seen by me in consultation with 
Dr. Stevenson, Motherwell, on 22nd September, 1896, and 
was admitted into the Samaritan Hospital on the 26th. She 
complained of severe pains in the atxiomen of two months' 
duration, and of uterine haemorrhage of four months' duration. 

The following history was taken on admission : — " Patient's 
menstruation began at the age of 12, and was always regular, 
though considerable in quantity. There was, however, no 
pain till after the birth of her third child, since which time 
there has been pain in the left iliac region with each menstrual 
period. 

"She haa been married fifteen years, and has had six 
children, the last fourteen months ago. At her fourth con- 
finement she had post-partum haemorrhage. After an attack 
of influenza five years ago she had two abortions, the first at 
the sixth month and the second, two years ago, at the third 
month. She became pregnant with her sixth child before the 
next period was due. During her pregnancies, except with 
the fifth, she was never troubled with morning sickness. She 
always got up on the third day, and she nursed all her 
children. Menstruation always went on regularly during 
lactation after the fourth month. 

" While nursing her last child patient menstruated regularly 
till the middle of March, 1896, when she thought that she 
became pregnant, the baby at the breast being at that time 
7^ months old. There was an interval of ten weeks* amenor- 
rhoea, and then at the end of May uterine haemorrhage set in. 
At this time there was no pain, nor fainting, nor vomiting. 
The bleeding has continued more or less ever since. For the 
first two months there was scarcely any abdominal or other 
pain ; but at the end of July she was seized with a sudden 
pain all over the abdomen, and became so prostrate that she 
was compelled to send for her doctor. The oleeding, however. 
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was less profuse than it had been previously. Up till the end 
of August she was so weak that she had to remain in bed. 
Though the bleeding still persisted, she improved somewhat 
after that time. 

" On 16th September she got worse again, and complained 
of slight ' shivers.' 

" I saw her on the 22nd, and while examining her found a 
portion of uterine mucosa lying in the vagina. Latterly 
mucus has been passed per rectum, and micturition has been 
very difficult." 

On admission patient was found to be very ill. She was 
thin, an8emic, and had sunken eyes and an anxious expression. 
The tongue was dry and fissured. The temperature was 
1006° F. ; the pulse small, easily compressible, and 120 per 
minute ; and the respiration-rate 26 per minute. 

The abdomen was distended, more on the right side than on 
the left. On palpation a uniformly tense, elastic, and tender 
mass was felt rising from the pelvis to the level of the 
umbilicus, and extending from side to side, but bulging more 
on the right side. Light percussion gave a tympanitic note 
all over except in the hypogastrium. 

On vaginal examination the cervix was found to be 
very soft, and situated in the middle line at about the middle 
of the symphysis pubis. The whole uterus, which was slightly 
enlarged — ^the sound passing 3 J inches — was pushed forwards 
against the pubis by the rounded elastic mass already 
described. This mass was felt per vaginam to occupy the 
whole upper half of the pelvic cavity. It bulged down to 
slightly below the level of the os externum. This bulging 
was more marked on the left side. Both uterus and mass 
were quite fixed. The body of the uterus was directed more 
to the left side, so that the uterus was somewhat sinistro- 
verted. The cervical canal was so patent that the finger 
could be introduced into the cavity oi the uterus, which was 
found filled with soft clot. Examination per rectum showed 
that the rectum was pushed down. Its lower part was roomy, 
and was roofed in by the elastic mass already described. No 
foetus could be felt by the vagina or abdomen, nor could the 
foetal heart be heard. 

Up till the time of the operation patient continued very 
weak; temperature, 99° to 102° F. ; pulse, 120 to 140, and 
very small and feeble ; vomiting and diarrhoea, the stools 
consisting almost solely of blood-stained mucus. 

On 1st October I made a transverse incision in the posterior 
fornix, and found the placenta, which was large and well- 
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formed, occupying the pouch of Douglas. Using placental 
forceps and two of my fingers, I removed it bit by bit. 
While removing the placenta I made out a four and a half 
months' foetus presenting by the head. Seizing it with the 
forceps, I extracted it and cut the funis. After its removal it 
was round to be slightly foetid. The rest of the placenta was 
then removed, and the hsemorrhage, which had hitherto been 
moderate, became very profuse. No old blood nor blood-clot, 
however, escaped. The hsemorrhage was rapidly arrested by 
packing the cavity with eight small sponges soaked in 
hazeline. Three additional small sponges were packed into 
the vagina. The whole operation lasted ten minutes. 

Next day patient was still weak, but the temperature was 
normal and no bleeding had taken place. Four oi the sponges 
were removed and replaced by iodoform gauze. 

On 3rd October patient was stronger. All the sponges 
were removed, and the cavity was douched and packed lightly 
with iodoform gauze. There was no haemorrhage. 

This treatment was continued at first daily and then every 
second day till the 25th, when the cavity was found to have 
contracted to a small sinus 2 inches in depth. Subsequently 
vaginal douching was employed. Patient rose daily on and 
after the 24th. 

On 6th November she left the hospital — i,e., five weeks 
after the operation. The cavity wai3 closed, and was replaced 
by adhesions, which bound the uterus back. The uterus could 
be moved upwards and downwards, and, to a slighter extent, 
to either side. It was felt to be distinctly dextroverted. 

^7th April, — " Mrs. R. is stout and in good health. Men- 
struation has been four- to six- weekly, but otherwise is as 
before her illness. She suffers no pain at any time. Micturi- 
tion is normal, and her bowels are, as usual with her, 
constipated. On examination the uterus is felt in its normal 
position. There are still a few adhesions posteriorly, but the 
uterus has fairly good mobility." 

One or two of these cases present features of unuusal 
interest. The fourth is a case of repeated tubal pregnancy, 
an occurrence which Forsstrom, in the Finaka LdkaresdlLskapets 
HaTidlingar, xxxviii, 9, reports as happening very rarely ; he 
quotes twenty cases, including one of his own. Another 
unusual feature in this case is the extremely small amount of 
blood which escaped from the ruptured tubes, and yet the 
haemorrhage was sufficient to cause syncope, though not 
death. 
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The second case is another of special interest, in that it is 
an example of the coexistence of tubal pregnancy and appen- 
dicitis. In this case it is noticeable that the attacks of appen- 
dicitis occurred only during pregnancy and the puerperium. 
Abrahams, in the American Jov/mal of Obstetrics, February, 
1897, was able to collect from the literature only fifteen cases 
of appendicitis complicating pregnancy, four of which were 
his own. 

I might call your attention to other points of special interest 
in this series of cases, but my purpose to-night is not to discuss 
rarities, but rather to raise a discussion regarding a broader 
and much more important matter, namely, the diagnosis and 
treatment of ectopic pregnancy. The importance of the subject 
rests on the comparative frequency and the gravity of the 
condition, and on this account I think we ought to urge upon 
general practitioners, under whose care the great majority of 
such cases are in the first instance placed, the necessity of 
being on the outlook for them. It is only too commonly the 
practice for medical men to regard ectopic pregnancy as a 
rara avis, as a disease met with almost only by gynaecologists, 
and even by them very rarely, so that when they come across 
a case they tend to leave it out of consideration altogether, 
and thus are apt to make an error in diagnosis, an error which 
may prove disastrous to the patient's life or her continued 
wellbeing. That ectopic pregnancy is much more frequent 
than is generally supposed is a fact now well known to 
gynaecologists ; for instance, in Frommel's Jahresbericht vher 
die Fortschritte aiif deni Oebiete der Qeburtshilfe und 
Oyndkologie ten years ago only seventy-five cases were 
referred to, whereas the 1896 edition quotes one hundred and 
twenty papers on the subject, many of which are based on 
a series of cases. That this increase does not depend on the 
afiection being more common now than formerly admits, of 
course, of no doubt ; it is due to our better knowledge of the 
subject, and to the greater attention which the disease attracts 
nowadays. 

Diagnosis, — As the series of cases which I have described 
all belong to the first half of pregnancy, I shall confine my 
remarks on diagnosis to this period, the period in which the 
vast majority of cases of ectopic pregnancy are encoimtered. 

1. Preceding sterility, at one time regarded as of importance 
in diagnosis, has now become relegated to the background. 
All my seven cases had had children previously; in one of 
them ectopic pregnancy had occurred only fourteen months, in 
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two of them only seven and a half months, after the delivery 
of a full-term child. 

2. A history of preceding iliac pain is frequently, though 
not invariably, obtained. In all the seven cases I have 
described, with the exception of the fourth and sixth, there 
was such a history. It indicates possibly some antecedent 
disease of the corresponding Fallopian tube or its peritoneal 
covering. 

3. The early symptoms and signs of pregnancy, of immense 
importance when present, cannot always be relied upon, not 
even the very important one, the one most commonly present, 
delayed menstruation; for instance, in Case II the first uterine 
haemorrhage appeared a day before the menstrual period was 
expected, and was, therefore, mistaken for it. In all the other 
cases, menstruation was, as usual, delayed, and in all, but the 
first three, there were also morning sickness and breast 
symptoms, indicating the probability of the presence of 
pregnancy. 

4. The symptoms of internal hcemorrhage are of the first 
importance in the diagnosis of most cases, as it is extremely 
seldom that a case comes under our care before this event has 
occurred. Sometimes there is only one attack, but more often 
there are one or more repetitions. As a rule, the first occurs 
between the fourth and the eighth week, occasionally later. 
Each attack is characterised by great suddenness, and in most, 
but not in all cases without the patient having undergone any 
previous strain or injury. There are violent abdominal pains, 
which are described as colicky or labour-like, and which in 
many cases amount to agony, and these are accompanied, in a 
more or less varied degree, with abdominal distension and 
tenderness, vomiting, ansemia, and collapse. It must be 
remembered, however, that sometimes the internal bleeding 
is accompanied with few or no symptoms of collapse. It 
is generally stated, and can be well understood, that the 
associated symptoms are more severe in cases in which the 
tube has ruptured than in cases of tubal abortion. However, 
nothing definite can be asserted in this respect in any given 
case before operation. 

When symptoms of internal haemorrhage occur it is not 
always possible to be certain of one's diagnosis as to the cause ; 
but the frequency of ectopic gestation, the history of a delayed 
menstruation which is usually elicited, the fact that the pain 
and tenderness are generally most marked in the hypogastrium 
or one iliac region, and the occurrence of external uterine 
haemorrhage, which, as a rule, follows the attack either 



WITH EBMARKS ON DIAGNOSIS AND TREATMENT. 63 

immediately or within a day or two, are sufficient to direct 
one's suspicions to the true source of the bleeding. Physical 
examination does not always lend material assistance. When 
the blood has been extravasated in large amount, there are 
distension of the abdomen with dulness on percussion at the 
flanks, and a feeling of fluid resistance in Douglas' pouch ; but 
the gravid tube cannot generally be felt owing to the disten- 
sion and the tenderness. If the tube can be made out, the 
diagnosis is almost certain. I say almost, because Martin 
(Die Krankheiten der Eileiter, p. 365) reports five cases in 
which, with a distended tube, there were delayed menstruation, 
labour-like pains, external uterine haemorrhage, a non-gravid 
uterus, and an apyrexial course, and yet, when he operated, 
he found in each case not 'a gravid tube, but a pyosalpinx 
with chronic exudative peritonitis. The expulsion of a uterine 
decidua does not occur, as a rule, till several days later, so that 
this aid to diagnosis is not of service at the stage of rupture 
or abortion. 

5. Uterine hceniorrhage and the expulsion of a decidua are, 
as already indicated, of extreme importance in the diagnosis 
of extra-uterine pregnancy. The uterine mucosa generally 
comes away in shreds, though occasionally, as in Case V, a 
complete cast is expelled. Frequently none is observed at all. 
The haemorrhage may last only a few days, or may go on 
intermittently or continuously for weeks or even months. 
Continuous bleeding is more typical of tubal abortion than 
of tubal rupture. I feel compelled here to emphasise the 
importance of remembering that uterine haemorrhage is one of 
the symptoms of ectopic pregnancy. I have repeatedly seen 
patients who had been sent into hospital as cases of incomplete 
uterine abortion, of uterine myoma, or of endometritis, &c., 
and who were really suffering from extra-uterine pregnancy. 
This warning is all the more important nowadays, when 
curettage has become so fashionable, not only among specialists, 
but also among general practitioners. A careful bimanual 
examination ought always to precede the operation, and no 
one who has had insufficient experience in bimanual examina- 
tion should attempt to curette a uterus. 

6. The condition on bimanual ex-amination varies according 
to divers circumstances; for instance, according to whether 
the examination is made before, at the time of, or after rupture 
or abortion, according to whether much or little blood has 
escaped, &c. It is, as already stated, very seldom that a 
patient comes under the care of the physician prior to 
haemorrhage taking place, but several such cases have been 
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correctly diagnosed. As there are, at this stage, no symptoms 
beyond, possibly, delayed menstruation, and, sometimes, slight 
pains in one iliac region, the diagnosis has to be made almost 
exclusively from the fact that one of the tubes is found 
possessed of a rounded or oval swelling of boggy consistence, 
and, as a rule, fairly free mobility, and that pulsation in the 
corresponding vaginal fornix is increased. If one should 
determine to watch the case, this swelling would be found to 
increase progressively in size; but the danger of internal 
hsBmorrhage, even when the patient is kept absolutely at rest, 
must always be kept in mincL 

At the time of rupture or abortion, bimanual examination, 
as already indicated, affords little or no assistance in the 
diagnosis. It is different, however, when several days or weeks 
have elapsed. Examination then reveals a boggy or elastic 
distended tube, more or less fixed, and not especially tender, 
or a boggy or elastic hsematocele or hsematoma, more or less 
filling up the pelvis, to which and to the uterus it is firmly 
adherent, and often reaching well above the pelvic brim. 
Sometimes in these cases a creaking sensation under the fingers, 
like the crackling of snow in the hand, is made out, and should 
strongly suggest the presence of extravasated blood. Vaginal 
pulsation is generally well-marked, whether the child be living 
or dead, and in many cases it is felt more distinctly in the 
fornix corresponding to the gravid tube. Absence of pulsation 
furnishes a strong proof of the death of the child. The uterus, 
enlarged and softened, is found displaced, and the os is often 
patent, and may in some cases, as in Case VII, be so much so 
that the finger can enter the uterine cavity without difficulty, 
The case just quoted is an example of the impossibility in 
many cases of differentiating between pelvic hsematocele and 
abdominal pregnancy. 

The examination in all cases must be conducted with 
gentleness, as a slight degree of force may be sufficient to lead 
to rupture or abortion, or, should either of these have already 
occurred, to a further hsemorrhage, possibly with disastrous 
consequences. 

7. What is the value of curettage in the diagnosis of ectopic 
pregnancy ? In four of my cases I took a couple of scrapings 
of the endometrium, and found in three of them decidual cells 
in great abundance. In the fourth (Case VI) none was found, 
but here the internal haemorrhage had taken place seven 
weeks before, and had resulted in the formation of a 
haematocele, so that I have no doubt the decidua had been 
completely expelled, or else degenerative processes had resulted 
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in the complete disappearance of the decidual cells. Webster, 
V. Ott and others speak very strongly of the importance of 
decidual cells as a positive eviaence of pregnancy ; their absence 
they very rightly regard as not excluding pregnancy. Martin, 
on the other hand, denies their importance. Ruge, in Winter's 
LehrhvAih der Oyndkologiachen Biagnostiky draws attention 
to the fact that similar cells may be found in glandular 
endometritis, but adds that they have not the same uniformity 
of size, and are not found in the same abundance, nor are they 
met with in all the layers, as in the decidua of pregnancy. 
When decidual cells, then, are unmistakably present in abundant 
groups, I think we may take it that their value in the diagnosis 
of pregnancy is very great ; when absent, nothing definite can 
be deduced. At least two distinct portions ought to be removed 
and examined, otherwise, owing to degeneration or to partial 
expulsion of the mucosa, no characteristic cells may be found. 
Schauta, in his Lehrbuch der gesammten Gyndkologie, 
speaks strongly of the danger of curetting in such cases, the 
danger of bringing about tubal rupture or abortion, or of 
causing septic infection. I have no doubt that there is a real 
danger here ; but with care, using every antiseptic precaution, 
employing no force, and watching that the uterus is simply 
steadied and not pulled down by the bullet-forceps, the danger 
is very slight, if any. 

Differential dicignoais. — ^I shall have time to enter into only 
one source of fallacy, namely, ordinary uterine abortion. 
This is the mistake which I have seen made most commonly, 
and curiously enough, it is little, or not at all, discussed in the 
text-books. In both tubal abortion or rupture and uterine 
abortion, after a shorter or longer period of amenorrhoea, 
accompanied often with the other early symptoms of pregnancy, 
there is an attack characterised by labour-like pains, uterine 
haBmorrhage, which may continue indefinitely, and the 
expulsion of a uterine decidua. Thus, the two have many 
pomts in common, and it is not to be wondered at that the 
mistake is so often made. 

In Case V the decidual cast was a complete one, such as one 
not unfrequently gets in cases of uterine abortion ; all the 
above symptoms were present, and the patient had been taking 
a mixture presumably containing ergot, so that it was natural 
for the medical attendant and myself to conclude that the case 
was one of ordinary abortion, and, when I examined and found 
the sactosalpinx, the long history of pelvic pain made me 
conclude that she was suffering from pyosalpinx. Fortunately, 
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on account of the tubal distension, I curetted the uterus 
very gently, and so did not bring about a second internal 
haemorrhage. 

As the mistake, then, is so easily made, I should anxiously 
entreat everyone, who has to do with what is apparently a 
uterine abortion, to first of all enquire carefully into the 
history and general condition of the patient, and then make a 
caref id bimanual examination. In diagnosing tubal abortion 
or rupture, the points of distinction on which stress should be 
laid are as follows : — (1) The condition of the patient would 
almost always be much more serious than in uterine abortion ; 
(2) the uterus would not likely be of exactly the same shape, 
size, and consistence ; (3) the decidua would show no trace of 
chorionic villi ; (4) a boggy swelling would be felt at the side 
of or behind the uterus, manifestly tubal, as evidenced by 
feeling the isthmic portion of the tube connecting it with the 
uterus, and generally more movable than would be the case 
with a pyosalpinx ; and (5) probably pulsation would be more 
marked in the corresponding fornix than in the other. 

Treatment — I have little hesitation in saying that all, or 
almost all, cases of extra-uterine pregnancy should be operated 
upon. Martin states that the medical literature from 1876 
to 1893 shows a greater mortality in cases treated by the 
expectant method than in those submitted to an operation. 
Out of 278 of the former only 33 per cent recovered, whereas 
of 636 cases on which an operation had been performed, almost 
80 per cent recovered. Of course, when one thinks of such 
cases as that of Mrs. B. (Case IV), where a rupture occurred 
in the right gravid tube in May of last year, and subsequently 
gave rise to no trouble, and when one reflects that it is highly 
probable that many cases of tubal rupture or abortion must 
escape recognition, and yet not result in the death of the 
patient, one is apt to doubt the general advisability of 
operating. Would that we only knew what cases could be 
safely left alone — ^lef t alone without the grave risk of death 
or disease being incurred ! But unfortunately we cannot do 
so. Certainly in the cases where the gravid tube is diagnosed 
before rupture — and, I think, most will agree, also, in the 
cases where internal haemorrhage has just taken place — an 
operation is imperative. 

When the case is seen at the time of rupture or abortion, 
the shock should first be treated by means of saline trans- 
fusion and stimulant injections, and the pelvis should be 
raised. Then, whenever the patient has so far recovered. 
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or, in desperate cases, without waiting, coeliotomy ought to 
be rapidly performed, and the tube ligatured and removed. 
Further injections of saline solution may often require to 
be administered after, or even during, the operation. Some 
gynaecologists — e,g., Condamin {Arch, de Toe, et de Oyn., 
vol. xxi. No. 2) — advise leaving such cases alone till encapsula- 
tion of the blood occurs, and subsequently performing vaginal 
incision and drainage, but the risk of the haemorrhage proving 
fatal would deter most men, in severe cases at least, from such 
a course. 

But what about cases where internal haemorrhage has taken 
place some days or weeks before? Suppose we get such a 
history and such a condition on bimanual examination as in 
the first four cases I have described. In none of these four 
cases could a trace of the embryo be found, and gestation had 
not advanced sufficiently far for a placenta to have been formed. 
I have no doubt that in most cases such as these absorption 
would take place, and the patient would recover; but, 
unfortHnately, there are risks to be run through letting the 
patient alone, and we have no means of deciding which are 
the cases that would recover, and which are the cases that 
would succumb. Whether in the majority of cases the general 
health would break down, whether the patient would for 
years suffer from chronic tubal disease and pelvic peritonitis, 
I am not prepared to say. Martin mentions eight cases in his 
work. Die Krankkeiten der Eileiter, p. 364, where the patient 
suffered subsequently from vague abdominal pains, and slight 
difficulty in micturition and defaecation. In these cases, 
medical treatment having failed, coeliotomy was performed 
and the tube removed. Chorionic villi were discovered in 
the coagulum, and some of the cases had developed into 
pyosalpinx. Further observations, however, are necessary 
before one can say that it is common for tubal disease to 
follow on a tubal pregnancy which has been left alone. 

There are, however, two other dangers of which we can 
speak more decidedly — viz., the danger of the embryo surviving 
and developing further ; and, whether the embryo be alive or 
dead, the danger of a second internal haemorrhage. I have 
no doubt, in the case of Mrs. C. (Case V), that, at the time 
when I first saw her, tubal rupture, or, more likely, tubal 
abortion had taken place, and yet, a couple of weeks after- 
wards, there was a profuse internal haemorrhage, which 
resulted in a haematocele filling up the pelvis, and which very 
nearly brought the patient to her end. Such a case as this 
makes one pause. Cases like it are only too common ; so that, 
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at least for the time being, until we have surer ground to 
work upon, I think it advisable not to adopt the laissez faire 
policy. 

There is one class of cases, however, where it is perhaps 
more legitimate to think of adopting the expectant method of 
treatment — I mean the cases where abortion or rupture has 
resulted in the formation of a hsematocele. In Case V, I tried 
this method, but I cannot say I have been satisfied with it. 
There is no doubt that in her cfise no further haemorrhage 
occurred, an event which one cannot deny may happen ; nor 
did the blood-mass suppurate. On the contrary, it became 
gradually absorbed ; but the process was tedious, and in the 
end not so satisf actoiy as vaginal incision, followed by turning 
out of the contents of the sac, as in Case VI, and fully a dozen 
cases of the same kind, which I had under observation in the 
Royal Infirmary while with Dr. Stirton. When I saw Mrs. C. 
a few days ago, seven months after rupture had occurred, she 
was still complaining, and there was still a mass of fully the 
size of a hen*s egg in the pouch of Douglas. Perhaps, as she 
was suffering from pelvic mischief for four years beiorehand, 
hers is not a good case to found judgment upon ; but I am so 
well satisfied with the other form of treatment that I shall not 
be easily convinced in favour of the expectant method. I 
may add that, according to Veit, the mortality in cases of 
hsematocele is still 25 to 28 per cent. 

With regard to operative treatment there is, first, the question 
as to what is to be done in the early months. In cases where 
the ovum, in whole or in part, is still in the tube (i.e., either 
before or after rupture or abortion), and where no hsBmatocele 
has formed, the usual practice, and the practice which I have 
followed, is to perform coeliotomy, either abdominally or 
vaginally, and remove the tube. But, latterly, doubts have 
been thrown on whether this is always the best method. 
Prochownick, in the Festschrift of the Deutsche OeseUschaft 
fur Qyndkologie, in 1894, published a case of rupture of a 
gravid tube, in which, after removing the contents, he simply 
stitched up the rent. The important point in this case is that 
it was the only tube the woman had, and yet, in 1896, she 
again became pregnant, and this time the pregnancy was 
uterine, and went to full term. Martin, without having heard 
of Prochownick's case, described another of much the same 
kind in the January number of the Monatschrift fur Geb, und 
Oyn. of this year. In his case rupture had not occurred. He 
laid open the tube in the direction of its length, having 
previously made sure that the tube was otherwise normiQ 
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and the ostium ahdominale patent, emptied it, and then 
stitched up the incision. You will agree with me, I think, in 
sajdng that this treatment requires consideration, and should 
be adopted in suitable cases. 

Finally, there is the question between vaginal and abdominal 
section in cases of haematocele or hsBmatoma, and of ectopic 
pregnancy in the latter half of its course. So far as my 
experience goes, I am, as I have already indicated, strongly in 
favour of the vaginal operation in such cases, provided a free 
opening be made under aseptic precautions, and the contents 
of the sac cleared out. This method I adopted in Cases VI 
and VII. The only exception I should make would be 
when the child is at or near full term. In such a case the 
difficulty of extraction per vaginuTn would counterbalance 
any advantages which might be otherwise gained. 

The advantages of the vaginal incision are manifest — ^viz., 
(1) the fact that drainage is secured at the lowest point; (2) 
that the patient is saved the risk of getting ventral hernia ; 
(3) that tne operation involves less shock ; (4) that recovery 
is quicker ; and (6) that the peritoneal cavity does not, in the 
cases we are considering, require to be opened, a thing not 
always easy to avoid in the abdominal operation. 

But what are the objections ? One often stated is that, in 
cases of hsematocele, by simply emptying the sac of its contents, 
you leave the gravid tube behind, and hence run the risk of a 
further haemorrhage or of future tubal disease. A priori, one 
would think that either or both of these results would be 
almost inevitable, and yet, though my experience in this mode 
of treatment has been fairly large, I have never seen either 
of them occur. However, what I should advise, and what I 
did in Case VI, would be a careful bimanual examination with 
the two internal fingers in the sac, in order to find whether 
one of the tubes be enlarged or not. Should a tube be 
sufficiently large to be easily felt, and, therefore, presumably 
contain the placenta, I should then advise a further operation 
by the vagina if possible, by the abdomen if not, with the 
object of removing the tube. If the tubes be not felt, I should 
be content with the one operation, but, of course, should keep 
a lookout for any haemorrhage at the time or subsequently. 
If such haemorrhage could not be controlled by packing, as in 
Case VII, I should at once perform abdominal section ; and in 
all vaginal cases of this nature I prepare the patient beforehand 
for the abdominal operation, lest such should prove necessary. 
However, as I have already stated, I have never required 
to do so. 
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Webster, in his work on Ectopic Pregnancy y states another 
objection to the vaginal operation — ^viz., that the placenta may 
be cut or torn into, resulting in excessive hsBmorrhage. He 
says — " It is no easy matter to say, on clinical examination, 
where exactly the placenta is placed. It is rarely made out ; " 
and he goes on to state that, when the placenta is situated in 
the pouch of Douglas, it will be inevitably cut into, and 
excessive hsBmorrhage result. Of course, the same may be 
said of the abdominal operation, but in such a case the 
bleeding would very often prove fatal, whereas I contend 
that in the vaginal operation the haemorrhage can be rapidly 
arrested by the means I adopted in Case VII, where this 
accident did occur. 

If the placenta be in some other situation, then the best 
plan is, as is by most operators advised also in the abdominal 
operation, to leave it alone ; and this is where one of the chief 
advantages of the vaginal operation comes in — ^viz., the 
greater freedom from the risk of sepsis, inasmuch as drainage 
is at the lowest point, and the peritoneal cavity has not been 
opened. Therefore, no matter where the placenta is situated, 
the vaginal, so far as it is concerned, is the' better operation. 
In Case VII, I feel sure, more especially as septic symptoms 
had developed prior to the operation, that, had I opened the 
abdomen in front, the woman would have run a much greater 
risk than with the operation I selected. In the ATnerican 
GyncBCologioal Transactions of 1896, Howard A. Kelly reports 
thirteen cases in which tubal pregnancy in the early months 
had ruptured, and in which he had operated by practically the 
same method as I have adopted. AH his patients recovered 
with the exception of one, who died on the sixth day with 
symptoms of uraemia. 



A YEAR'S WORK AT THE GLASGOW MATERNITY 
HOSPITAL, WITH NOTES OF CASES.i 

By MALCOLM BLACK, M.D., 

President, Glasffow Obstetrical and Gynsscological Society ; 
Physician, Glasgow Maternity Hospital. 

I HAVE thought that I could not do better, by way of con- 
tribution to your proceedings, than give a summary of last 
year's work of the Glasgow Maternity Hospital, with notes of 
some of my own cases there during that time. The Hospital 
year begins on the 15th of November ; I have therefore to 
deal with its work from the 15th of November, 1895, to the 
14th of November, 1896. I was on duty as assistant to 
Professor Murdoch Cameron, the retiring physician, during 
the latter half of November, 1895, and as physician in 
December, 1895, and March, April, August, September, and 
October, 1896. The rest of the year the Hospital was under 
the care of my senior colleague, Dr. Oliphant. Dr. Stark 
acted as assistant to Dr. Oliphant, and Dr. Jardine assisted 
me. Professor Murdoch Cameron, as one of our consultants, 
also performed operations in the Hospital during the year. I 
will first give you the general statistics of the Hospital for 
the year, and then summarise the results of the work of the 
in-door department. Thereafter I will read notes of some of 
the more important cases which fell under my own care, as 
far as time will permit. 

The following are the official statistics of the Hospital for 
the year from 15th November, 1895, to 14th November, 
1896 :— 

1 Bead on 26th May, 1897. 
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In all there have been 2,620 cases attended in connection 
with the Hospital during the year.^ 



In-door Cases. 

Number of women admitted to Hospital — 

Confined at full time, 394 

Confined prematurely, 73 

Miscarried, 9 

Other cases admitted, not confined in Hospital, 6 



482 



Children bom alive in Hospital at Boya. Girls. Total, 

full time, .... 184 178 362 

Children still-born at full time, . 24 12 36 

„ premature — alive,. . 19 21 40 

„ „ dead,. . 22 14 36 



249 225 474 
There were 7 cases of twins. 



Operative cases in Hospital — 

Forceps, 89 

Version, 18 

Craniotomy, . . . . . . 16 

Induction of labour, .... 26 

Csesarean section, 2 

Abdominal section for ruptured uterus 

(delivered before admission), . . 1 

Evisceration, 1 



153 
Maternal deaths in Hospital, 13. 



OuT-DooR Report. 

Number of women attended at their own homes who 

were confined at full time, . . . .1,643 
Who were confined prematurely, .... 33 
Who miscarried, 21 

1,697 
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Boys. 


Girls. Total. 


Children born at full time — alive, 


767 


717 1,484 


„ „ dead. 


8 


3 11 


„ prematurely — alive, 
„ „ dead, 


6 
12 


5 11 
10 22 




793 


735 1,528 


There were 16 cases 


of twins. 




Operative cases — 

Forceps, .... 
Version, .... 


• • 
« « 


98 
12 


Craniotomy, . 


• • 


1 



111 



Maternal deaths, 1. 



Report of West-End Branch, St. Vincent Street. 



Number of women attended at their own homes who 

were confined at full time, .... 

Who were confined prematurely, .... 

Who miscarried, ....... 



411 
14 
16 

441 



Children born at full time — alive, 

„ dea*d, 

prematurely — alive, 

„ dead. 






Boys. 

232 
5 
3 
5 



Girls. 

181 
2 
5 
2 



245 190 
There were 10 cases of twins. 



Total. 
413 

7 
8 

7 

435 



The operative cases were — 
Forceps, . 
Version, . 



10 



12 



There were 2 maternal deaths. One died of pneumonia, from 
which she was suffering at the time of confinement ; the other died 
of haemorrhage from placenta prsevia. 
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I will now summarise the results of the in-door department 
of the hospital. 

Six cases that were admitted to the hospital during the 
year are mentioned as not having been delivered there. Two 
of these died undelivered, both eases of pernicious anaemia, 
and four were dismissed. Two of these latter patients had 
severe ante-partum vomiting, one of whom, after spending a 
night in the hospital, was transferred to Bamhill Poorhouse ; 
and the other, who was near full time, after spending a week 
in the hospital, got well and insisted upon going home. 
Another was a patient between seven and eight months 
pregnant, who came'in bleeding profusely from a small wound 
near the orifice of the urethra, from accidental injury. The 
haemorrhage was controlled and she was dismissed well, labour 
not having come on, and by and by she was safely delivered 
at home. The last case was that of a patient who came in, 
not in labour, but with severe abdominal suffering. She was 
transferred next day to the Western Infirmary, where shortly 
after she underwent abdominal section, and had an ovarian 
tumour removed. She had been pregnant at the time, but 
went on to term, and was then delivered all right at home. 

Thirteen women died in the hospital. Two of these died 
soon after admission from pernicious anaemia, undelivered, as 
already mentioned. In both cases the child appeared to be 
dead on admission, and any attempt at delivery would evidently 
have only hastened the fatal result to the mother. One case 
of eclampsia died, and another patient had suppression of 
urine and died from uraemia without any marked eclamptic fits 
occurring. A case of placenta praevia.was fatal from syncope 
on the third day after delivery. A patient who was sent in 
exhausted by long continued vomiting had abortion induced, 
but too late to save her. Two patients were brought into the 
hospital with ruptured uteri. One had the rupture sutured, 
while in the other case it was decided not to operate, and both 
died. One patient died after Caesarean section, and four after 
craniotomy. Four other maternal deaths, however, must also 
be credited to the hospital, patients who died in Belvidere 
Fever Hospital, where they had been transferred, having 
developed septicaemia, and of whom I will speak further on. 

All the rest of the mothers were dismissed well, with the 
following exceptions. Three patients became insane and were 
removed to asylums, one of these suffering from chorea. 
Four patients developed mammary abscesses, three of whom 
were transferred to the Royal Infirmary, and one who refused 
to go to the Royal was allowed to go home. A patient who 
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was sent to us from the Western Infirmary suffering from 
peritonitis and threatened with premature labour wa« cSnfined 
in the Maternity, and afterwards sent back to the Western 
much improved. She left the Western nearly well. One 
patient was sent to the Eoyal Infirmary with renal disease, 
her puerperium otherwise having been normal. Three patients 
were allowed to go home still showing albuminuria. One 
patient was transferred to the Royal with pelvic cellulitis ; she 
left there quite well. Her temperature had been subnormal for 
some days before she left us. Another patient was senfto the 
Royal suffering from cystitis, and she also left the infirmary 
well. One patient, a case of induction for justo-minor pelvis, 
was transferred. to the Town's Hospital suffering from incon- 
tinence of urine ; the incontinence disappeared there, and she 
left quite well. One patient went home suffering from phthisis 
pulmonalis. Another patient went home suffering from 
secondary syphilis; her puerperium had been normal. One 
patient went home with acute tubercular disease of the hip- 
joint, refusing to go to the Royal. Another also refused to go 
to the Royal, and went home suffering from kidney mischief, 
with pus and tube-casts in the urine. Three other patients 
who had not quite recovered insisted upon going home. 
Lastly, nine cases were transferred during the year to 
Belvidere Fever Hospital, having developed septicsBmia, four, 
as I have already mentioned, proving fatal. Two were sent in 
January, the first on the 4th and the second on the 12th. The 
first was an easy forceps delivery. The morning she went to 
Belvidere her temperature had fallen to normal, and the 
previous day it was 99'4°. She was ultimately dismissed 
from Belvidere well. The second was a very difficult forceps 
delivery in a woman who was suffering at the time from 
pleurisy and bronchitis. She died in Belvidere soon after 
admission. The third patient was sent in June. She was a 
case of unassisted delivery in a primipara, with moderate 
perinseal tear ; she died. The fourth was sent in September, a 
case of contracted pelvis ; delivery effected by version of a live 
male child; she recovered. The remaining five cases were 
transferred to Belvidere in November, one on the 5th, three on 
the 7th, and one on the 10th. The occurrence of this group of 
septic cases determined us to stop receiving patients into the 
hospital, if possible, and purify the house. All the other 
patients then in the hospital were ultimately dismissed well, 
and the hospital completely emptied of patients and thoroughly 
cleaned and disinfected before patients were again admitted. 
Two of the five sent to Belvidere at this time died there (one 
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of whom had been delivered of a very foul-smelling foetid 
fcBtus), and the others were ultimately dismissed well. The 
last one sent was probably not a case of septicaemia. 

I will now read notes of some of my own cases and I will 
first take the fatal ones. Of the patients admitted under my 
care during the year six died, and the following are notes of 
their cases : — 

Case I. Ruptured Uterus, — Mrs. G., admitted to Glasgow 
Maternity Hospital on 1st March, 1896, with ruptured uterus. 
Decided not to operate. Died. This case has been already 
reported to you in full.^ 

Case II. Severe Vomiting of PregTiancy, — Mrs. H., admitted 
5th March, 1896. She was supposed to be at the fifth or sixth 
month of her eighth pregnancy, and her life was evidently 
seriously endangered from long-continued and incontrollable 
vomiting. For the previous fortnight she had been sustained 
by rectal feeding only. She had had all manner of drugs her 
medical attendant could think of, and latterly had the os 
dilated to an extent sufficient to admit a finger, and cocaine 
applied to the cervix, all without avail. On admission, Dr. 
Black considered immediate induction of abortion indicated, 
but at the request of Dr. Sloan, consulting physician to the 
hospital, the proceeding was deferred. 

Next day (6th March) Drs. Black and Jardine decided to 
induce abortion, as patient was much worse, and emptying the 
uterus seemed to afford her the only chance of surviving, and 
that a very small one. Accordingly, at 3 P.M., a bougie was 
introduced, the membranes rupturing, and at 7 p.m. delivery 
was completed. The foetus was a male, weighing 1 lb., and 
measuring 13 inches in length. Its heart was beating well at 
birth, and it gasped several times, but soon died. Patient's 
pulse was almost imperceptible after delivery, and she had 
several hypodermics of ether and a sinapism over the heart. 

Patient died at 7 p.m. on the 7th. From the passage of the 
bougie and rupture of the membranes, the vomiting ceased, 
and patient thereafter was able to take and retain brandy and 
milk by the mouth as well as by the rectum, but her pulse 
remained imperceptible and her limbs cold, although she 
expressed herself as feeling comfortable. No post-mortem 
was allowed. Her husband stated that she had been troubled 
from girlhood " with her stomach," the vomiting being, how- 
ever, always aggravated by pregnancy. 

^ Vide Glasgow Medical Joitmal, September, 1896, p. 219. 
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Case III. Urcemia — Sv/ppresaion of Urine, — J. Y., aged 19, 
primipara, admitted 13th March, at noon, and delivered at 
3*10 P.M. Duration of labour, first and second stages, twelve 
hours ; third stage, fifteen minutes. Child (female), mature, 
born alive ; weight, 8 lb. ; length, 19 J inches. 

On admission, the os was well but not fully dilated, mem- 
branes unruptured, head presenting R.O.P. From 1 to 2*30 P.M. 
the head seemed to make no progress, although the os 
became fully dilated. At 2*30 P.M. the membranes were still 
intact, but shortly after they ruptured, and the head rapidly 
rotated to the R.O.A. position, and delivery was effected 
without mishap. 

SSrd March, — This case terminated fatally this morning at 
7-30 A.M. 

On admission, the catheter was passed, but no urine was 
obtained. After delivery the urine was passed in good quan- 
tity, but being contaminated by the lochia, it was not examined. 
It was observed that patient had a grey earthy appearance, 
and that although complaining of nothing she looked decidedly 
ill. Examination of heart, lungs, abdomen, and pelvic organs 
giving negative results, the urine was drawn off" by catheter 
on the evening of the 19th March. About half an ounce of 
urine was obtained, which showed a deposit of over one-third 
albumen on boiling. The sediment contained great numbers 
of granular tube-casts. From that time onwards patient had 
complete suppression of urine, voiding only about 2 drs. on 
22nd March. Previous to catheterisation the urine had been 
in good quantity. On 20th March she was put in hot dry 
pack, and given 2 drs. liq. ammon. acet. hourly. The skin, 
which had previously been harsh and dry, acted well. The 
bowels were freely moved with Epsom salts. On the morning 
of 21st March, percussion seeming to indicate the presence of 
a few ounces of urine in the bladder, a catheter was again 
passed, with no result. During the forenoon of the 21st, the 
skin did not act so well, and there was vomiting and retching. 
Four dry cups were applied over the kidney region, and a hot 
wet pack was administered at 1*30 p.m., with little result. 
One-tenth gr. of pilocarpine nit. was injected hypodermically 
at 3 P.M., followed quickly by free diaphoresis and considerable 
amelioration of the symptoms. At 7 P.M. patient was seen by 
Dr. Alexander Robertson in consultation, who advised 10 drops 
of tinct. digitalis and 10 grs. pot. acet. four-hourly; other 
treatment as before. Patient's condition did not improve 
through the night; there was retching and hiccough, and some 
vomiting. 
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£Snd March, — The mixture of digitalis and acet. potas. not 
being well retained by the stomach, rectal injection of hot water 
with the digitalis mixture was tried once, but rejected. The 
pulse tension was now high. In spite of continuous hot dry 
pack the skin no longer acted well. At 3 p.m. one-tenth of a 
grain of pilocarpine nit. was again injected, and diaphoresis 
followed, but did not last long, and was not copious. Dry 
cupping was repeated at 7 P.M. Breathing was now more 
rapid (50), and inspiration harsh over the bases, pulse softer. 
From 8*30 onwards, hot wet pack one or two hours was alter- 
nated with the hot dry pack tor two hours. Patient gradually 
got weaker. Retching and vomiting were less, but hiccough 
was troublesome, and the breath had a urinous odour. Five 
drops of amyl nitrite was administered at 9*40 P.M., without 
result. The last hot wet pack was administered at 12*30 A.M. 
on 23rd. The breathing gradually became more rapid (50 
to 60), the pulse weaker and more rapid (150 to 160). Just 
before death, at 7*30 A.M., on 23rd March, there was a slight 
convulsive seizure. No urine passed except 2 drs. on night of 
22nd. This 2 drs. of urine had much epithelial debris. No 
poat'TOortera obtained. 

Case IV. Complete Plucenta Prcevia — Fatal Syncope on 
third day of Puerperium, — Mrs. M*K., aged 38, admitted 
30th March, 1896, at 2 a.m. This is her eleventh pregnancy. 
She is a very poorly nourished woman, and is said to be an 
inebriate. Says she menstruated last in August, towards the 
end of the month. Pregnancy was normal till the beginning 
of this month, when bleeding occurred on one day (4th March), 
but did not recur till the 29th. At 7 p.m. on 29th March 
bleeding began again, and patient states that it was unaccom- 
panied by pains. Two nurses from the hospital arrived at 
patient's house at 9*15 p.m. They foimd the hsBmorrhage had 
ceased, but patient had already lost a great deal of blood. 
There were several large clots on the bed, and the body 
clothing of the patient was saturated. Patient stated that 
she had vomited several times, and that the bleeding was 
worse when she vomited or coughed. Haemorrhage did not 
recur after the nurses' arrival, nor were there any pains. 
They at once raised the foot of the bed and sent to the 
hospital for Dr. McLaren, the out-door house surgeon, who 
being out. Dr. Eldgar was summoned, and arrived at 11 P.M. 
Dr. Edgar found a complete placenta prsBvia present, and that 
.the OS admitted a finger easily. He separated the placenta 
with his finger for some distance round the os, and, having 
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cleared several clots out of the vagina, he plugged it firmly 
with antisepticised cotton- wool tampons. Dr. M'Laren, on his 
return, decided to have patient brought into hospital, and 
accordingly she was brought in by ambulance at 2 A.M. Her 
general condition was then fair, no great pallor, no symptoms 
of continued concealed haemorrhage. A few additional tam- 
pons were inserted, and patient was not further interfered 
with meanwhile. Her pulse was 110, soft but moderately full, 
and its condition next morning was rather better. Foetal heart 
sounds heard. At 11*30 a.m. the tampons were removed by 
Dr. Black, and it was found that during the night there had 
been practically no bleeding. The os admitted three fingers, 
and was soft and dilatable. The placenta was presenting 
and partially separated from the lower uterine segment. Dr. 
Black dilated the cervix further with his fingers, and in a few 
minutes was able to introduce his hand into the uterus. He 
first separated the placenta for some inches from the anterior 
wall ; but not reaching the membranes in that direction, he 
passed his hand upwards along the posterior wall separating 
the placenta. He reached the membranes about 4 inches 
from the os, ruptured them, and found the head presenting, 
but a foot within easy reach. The latter he readily brought 
down, and the head went up without manipulation, the liquor 
amnii being abundant. With slight traction and suprapubic 
pressure the trunk was expelled. The arms were extended 
beside the head, but were readily brought down. The os was 
scarcely fully dilated, and a little resistance was experienced 
in bringing the head through it. Breathing was not readily 
established in the child; but Schultze's method of artificial 
respiration, followed by alternate hot and cold baths, brought 
it round. The child measured 18J inches in length, and 
weighed 5 J lb. After the expulsion of the child the uterus 
was grasped, and in a few minutes there was a gush of blood- 
stained liquor amnii. The mother's pulse was hardly per- 
ceptible, and accordingly a hypodermic injection of ether 
(30 minims) was given, and it became stronger. After twenty 
minutes had elapsed without the placenta being expelled. 
Dr. Irvine (house surgeon) introduced his hand into the 
vagina and found the placenta almost completely expelled 
from the uterus, but not wholly so. The hand was then 
passed into the uterus, the placenta removed, and the mem- 
branes, which were somewhat adherent, separated and removed. 
The uterus was then douched with corrosive sublimate solution 
(1 in 3000) at a temperature of 120°, and ergotin (3 grs.) in- 
jected hypodermically. The uterus thereafter contracted well. 
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Slst March. — Patient passed a restless night, complaining 
of thirst and headache. There was a good deal of sickness. 
The pulse, however, is somewhat improved this morning, but 
very rapid (160) and poor at the best. Temperature 102*8°. 

Ist April, — The general condition of patient steadily im- 
proved throughout yesterday. Vomiting occasionally occurred, 
but was checked on the substitution of egg-water for milk. 
Patient drank well throughout the day, and in the evening 
and through the night tolerated milk. This morning, how- 
ever, her pulse is not so good as last night. The heart sounds 
are faint, and there is a suspicion of a hssmic systolic murmur 
at the mitral area. 

ind AprU, — Patient again rallied somewhat yesterday. 
During the evening her general appearance was encouraging, 
and her pulse rather less frequent (144). This morning at 
10 o'clock she had a fatal syncope quite suddenly. She died 
before any restoratives could be used. Post-mortem not 
obtained. Baby sent to poorhouse. 

Case V. Craniotomy. — Mrs. M'L, aged 21, primipara, 
admitted 7th August, 1896. Dr. Brown, out-door resident, 
brought her into hospital after having failed to effect delivery 
with forceps at her home. On admission she was put under 
chloroform, and forceps again applied by Dr. Hay, in-door 
resident ; but after considerable traction there was no advance 
of the head. On Dr. Black being then summoned, he found 
the cord prolapsed and pulseless. Accordingly perforation 
was performed, the brain substance broken up and evacuated, 
and extraction effected by the cranioclast. Some difficulty 
was experienced in extracting, and after delivery the mother 
was greatly exhausted. She gradually lost strength, and died 
on llth August. No post-rriortem obtained. 

Case VI. GranioUymy, — Mrs. K., aged 24, primipara, was 
admitted on 7th September, 1896, at 2*15 p.m. Labour had 
begun on the 6th about 2 A.M., and the membranes ruptured 
between 3 and 4 P.M. On the forenoon of the 7th she was put 
under chloroform, presumably to apply forceps. She was then 
sent to the Maternity Hospital as a case of contracted pelvis. 
On admission, head was presenting, occiput to the left, a large 
caput succedanum formed. The diagonal conjugate measured 
3J inches. Active contractions set in soon after admission. 
The foetal heart sounds could not be heard. Dr. Black saw 
her about an hour after admission, when, the child evidently 
being dead, he proceeded to perform craniotomy. Having 
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perforated, he broke up the brain matter with crochet and 
douched it well out. He then applied the cranioclast, but 
failed to move the head with it, the instrument slipping 
repeatedly and breaking off portions of the vault, which he 
removed with the craniotomy forceps. He then crushed the 
head with the cephalotribe, and reapplied the cranioclast, 
which slipped as before. Then, finding that he could not get 
a permanent grip with the cranioclast, and making sure that 
the brain matter was thoroughly washed out, all projecting 
spicules of bone removed, and the scalp well covering in the 
broken edges of the cranial bones, he turned, and extracted 
with the help of the crochet. There was some post-partum 
haemorrhage, the uterus not contracting well. The placenta 
was removed manually, and the uterus thereafter well douched ; 
3 grs. of ergotin given hypodermically. After delivery, her 
temperature rose to 101*4°, with pulse 160. During the 
evening she slept a good deal. There was a free sanguineous 
discharge from the vagina, but not any very active bleeding ; 
IJ dr. ergot was administered, and 1 dr. whisky was given 
hourly. 

10th September, — Since delivery she has become steadily 
weaker. The temperature has not been very high (maximum 
101*8°), but the pulse has become more rapid, and it is extremely 
soft. The lochia has been normal till last night, when it pre- 
sented a suspicion of f oetor, and an intra-uterine douche was 
therefore given. She has been in a state of partial stupor all 
night, being difficult to rouse, and has lost control of bladder 
and bowels. She still takes and retains nourishment and 
stimulant, although now and then she seems inclined to vomit. 
This morning a hypodermic of strychnine was given, and she 
is having 4 oz. of brandy in twenty-four hours. Tenderness 
of the abdomen was very pronounced the day after delivery 
(the 8th), but is not now present to any extent. The fundus 
uteri has all along been difficult to define. Died at 8 P.M. 
Temperature before death rose to 104°. No post-mortem 
examination obtained. 

I will now read notes of my cases that were sent to Belvidere, 
having developed septicaemia. These were five in number, all 
of whom ultimately recovered. 

Case VII. Sepsis, — B. K., aged 23, primipara, admitted 26th 
December, 1895, at 4*30 p.m., and delivered same date at 8*5 p.m. 
Child bom alive (male), mature ; weight, 8f lb. ; length, 20 
inches. Duration of labour, first and second stages, seven 
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hours ; third stage, ten minutes. Head presenting. Forceps 
applied at outlet by resident. 

^nd January. — For several days this patient has not been 
well, with a temperature ranging from 100° to 103°, a rapid 
pulse, and general symptoms of feverishness. The abdomen 
is slightly swollen, though not tense, and while generally 
tender to the touch, is particularly so in the lower right side. 
An intra-uterine douche was given to-day, with subsequent 
great amelioration of the symptoms. 

4tfi January. — Although patient's temperature has been 
falling, she has a rapid pulse, slightly distended and tender 
abdomen, and other symptoms pointing to sepsis. She was 
removed to-day to Belvidere. 

let April. — Dismissed from Belvidere well. 

Case VIII. Contracted Pelvis — Version — Septiccemia — Re- 
covery. — Mrs. G., aged 29, primipara, admitted 1st September, 
1896, at 816 P.M., and delivered on the 2nd at 2*5 p.m. Dura- 
tion of labour, first and second stages, seventy-four hours; 
third stage, five minutes. Child bom alive (male), premature; 
length, 19 inches; weight, 5 J lb. 

This patient was sent into Maternity Hospital by a medical 
man on account of contracted pelvis, and was in labour on 
admission. The diagonal conjugate was found to measure 
4 inches. The head presented, with its occipito-frontal diameter 
lying transversely or nearly so, occiput to the right. After 
admission, the house surgeon thought it right that patient, 
who was having fairly strong pains, should be left alone for a 
time to allow the foetal head to mould, as patient did not seem 
in any way exhausted. The head became engaged in the brim 
to a slight extent, but did not succeed in descending. The 
morning after admission Dr. Black saw the patient, and decided 
to perform version. This he did, and extracted a living child, 
after some difficulty in bringing the head through the brim. 
A considerable post-partum haemorrhage followed, and accord- 
ingly the placenta was removed by the hand, and a hot 
antiseptic intra-uterine douche given, when the uterus con- 
tracted fairly. The perineum sustained an incomplete rupture, 
and four stitches were inserted. The child required artificial 
respiration and alternate hot and cold baths before breathing 
was completely established. There was considerable moulding 
of the head, with a marked depression in the left parietal 
region, and since birth the child has had several convulsive 
seizures, affecting chiefly the right side of the face and body, 
and a persistent tonic spasm of the muscles of the right side 
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of the face. To-day, however (3rd September), the fits have 
ceased, facial distortion is passing off*, and the head is rapidly 
recovering its normal shape. After delivery, patient had a 
rigor with elevation of temperature to 103*4°, but the tem- 
perature is now much lower, and she feels well, having passed 
a quiet night. 

6th September. — On the evening of the 3rd the temperature 
again rose to 103*4°, and since then it has remained febrile, on 
several occasions reaching over 104°, and she has had several 
rigors. The lochia has been foetid since yesterday morning. 
The uterus has been douched daily since the 4th, and yesterday 
it was scraped with a blunt flushing curette. To-day's douch- 
ing was followed by smart hsemorrhage. She is now having 
5 grs. of quinine every four hours. A glycerine and iodoform 
emulsion (1 in 10) is injected into the uterus after douching. 

8th September. — Patient remains in same condition as at 
last note. This morning (6 A.M.) temperature was 104°. During 
yesterday and the previous night she had diarrhoea, and there 
IS an icteric tint of the conjunctivae to-day and yesterday not 
previously noticed. Yesterday Drs. Black and Oliphant in 
consultation decided that she ought to be removed, and to-day 
patient went to Belvidere Hospital. 

The child was taken home, and is at present in a satisfactory 
state. The head has regained its normal shape, and there are 
no convulsions or other unfavourable symptoms. 

17th October. — Information received from Belvidere to-day 
to the effect that patient remains weak and debilitated, with 
an evening rise of temperature, and for the past two days the 
right leg has been swollen and oedematous. 

Patient was dismissed from Belvidere, recovered, on 25th 
November. 

Case IX. — E. R., aged 21, primipara, admitted 28th October, 
1896, at 4 A.M., and delivered same date at 7*30 p.m. Duration 
of labour, first and second stages, twenty and a half hours ; 
third stage, ten minutes. Child bom dead; presenting breech; 
female ; mature ; its weight, 7^ lb. ; and length, 20 in. 

Patient was admitted with os the size oi a florin and the 
breech presenting. Labour proceeded till about 6 P.M. without 
complication, when patient took an epileptiform seizure. The 
convulsion lasted a few minutes. Patient was put under 
chloroform, and delivery completed by the house surgeon with 
some difficulty of a stillborn child. The pelvis appeared to 
be contracted, but the diagonal conjugate was not measured. 
The perineum was badly torn, the laceration reaching to but 
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not penetrating the sphincter ani muscle, and extending about 
1^ in. up the posterior vaginal wall. This wound was closed 
by two stitches of catgut in the posterior vaginal wall and 
three stitches in the perineum. 

^9th October. — This morning patient had two seizures simi- 
lar to last night's. In the second fit she shouted loudly. One 
dr. of potas. brom. and 20 gr. of chloral hydrat. were given 
per rectum, and a whiff of chloroform brought the attack to 
an end. Her struggles have caused two of the perineal 
stitches to give way. The urine examined to-day contains 
a small quantity of albumen and a reddish deposit having the 
appearance of containing blood and giving blood reaction. 
Microscopically there are seen granular tube-casts, red blood 
corpuscles, and some amorphous matter. 

30th October, — Patient has had no fits to-day, but is in a 
dazed and stupid condition. She is put upon the following 
mixture: — IJ. 160 gr. each of pot. brom. et ammon. brom., 
J oz. of tinct. hyoscyami, 48 drops of liq. arsenicalis, ^ oz. of 
tinct. card, co., aquam ad 8 oz. ; | oz. thrice daily. 

1st November. — Last night patient's temperature went up 
to 104'2°, and this morning it is 102°. The pulse has been 
rapid and weak to-day— 130 to 150 — and respirations are 
rapid. She complains of no special abdominal pain. The 
tongue is fuired. The lochia to-day has been foetid. The 
perineal stitches have all given way, and the tear has reopened, 
its opposing surfaces being covered with a grey slough. As, 
however, this condition was not held to account for the 
pyrexia and the lochial f oetor, the uterus was douched to-night. 
Patient has had no fits for three days, but she is very listless 
and stupid, and still complains a little of headache. The 
urine contains a trace of albumen to-day, but the blood has 
gone. 

^nd November, — Bromide mixture stopped, and a \ oz. of 
whisky ordered every four hours. She was very restless last 
night, and was given 1 dr. of syxup of chloral, after which she 
slept. The uterus was curetted to-day under chloroform, the 
operation being attended by smart haemorrhage checked by 
the hot douche. 

3rd November, — During last night patient's temperature 
fell to 97*2° and her pulse to 100. The lochia is now sweet, 
and there has been no further haemorrhage. The improvement, 
however, has not been maintained, for during this afternoon 
her temperature and pulse have again risen, patient has been 
very restless, and she complains of abdominal pain. She lies 
with her knees flexed, and cries when the abdomen is touched, 
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although she can be got, on distracting her attention, to 
permit a fair amount of pressure. The fundus uteri is about 
the level of the umbilicus, and displaced to the right. Patient 
had a convulsive seizure this afternoon, but it wanted the 
distinct epileptic characters which former fits presented. She 
was very excitable after it, crying a great deal, and to-night 
she shows a tendency to delirium. 

4th NoveTnher, — Passed a fairly quiet night after 10 gr. of 
Dover's powder. To-day a mixture is given containing quinine, 
nux vomica, and strophanthus. 

6th November, — Temperature has ranged between 102° 
and 104°, and the lochia has again become foetid. Although 
in some respects patient has shown signs of improvement, 
Dr. Oliphant considered her removal desirable, and she was 
sent to Belvidere to-night. 

She was dismissed from Belvidere, recovered, on 30th Dec. 

Case X. — L. T., aged 18, primipara, admitted 29th October, 
1896, at 9*30 p.m., and delivered same date at 11*15 p.m. 
Duration of labour, first and second stages, twenty-four hours; 
third stage, twenty minutes. Child bom alive; presented 
vertex L.O.A. ; male ; mature ; weight, 9 J lb. ; length, 21 in. 

3rd November, — Patient passed a small piece of membrane 
two days ago. Last night her temperature, previously normal, 
went up to 104°, and has remained high all day. Uterus 
douched to-night. 

4th November. — Temperature did not fall after douch- 
ing. Uterus curetted to-day, and a quantity of material 
like placental debris removed. There has been no lochial 
foetor. 

7th November. — Temperature still high, although falling. 
Sent to Belvidere. 

23rd January. — Dismissed from Belvidere recovered. 

Case XI. — H. H., aged 18, primipara, admitted as boarder 
on 15th July, 1896, and delivered on 30th October, at 4*20 p.m. 
Duration of labour, first and second stages, thirteen hours; 
third stage, twenty minutes. Child bom alive; presenting 
vertex R.O.A. ; male ; mature ; weight, 6^ lb. ; length, 19 in. 
Forceps applied at outlet for inertia after second stage had 
lasted fully three hours. Child has slight facial paralysis. 

10th November. — On the 8th inst., patient, who had so 
far progressed perfectly favourably, had two rigors, and her 
temperature rose over 103°. As it has not since come down 
she IS to-day sent to Belvidere. No local symptoms. 
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ISth November, — Since admission to Belvidere her tempera- 
ture has been normal. 

^Ist November. — This girl left Belvidere to-day. During 
her residence there her temperature was normal and symptoms 
entirely negative. 

Lastly, I will read notes of a case which went to. an 
asylum. She was admitted under my care, but delivered 
under Dr. Oliphant's. 

Case XII. Chorea, — Mrs. C, aged 19, admitted from Royal 
Infirmary on 5th April, 1896, with chorea. She is in her 
second pregnancy. Her first child was stillborn, premature, 
in January, 1895. There is a suspicion of specific taint in the 
father. Chorea began to develop early in February of this 
year, and she was admitted to the Royal Infirmary on 29th 
February. At the time of admission to the Royal choreic 
movements were violent, but they improved under rest and 
treatment. Patient believes she is seven months pregnant; 
The external os admits a finger ; the internal is closed. The 
fundus uteri is about two finger-breadths above the umbilicus. 
There are jerking movements of the left arm and hand. 
The facial muscles are also involved, more on the left 
side than the right. The movements extend to the left leg, 
but not so marked, and sometimes also to the right leg and 
arm. She is readily excited. There is no definite rheumatic 
history. Both at the base of the heart and at the mitral 
area the first sound is prolonged, and the second accentuated ; 
but there is no definite murmur. Pulse of moderate tension, 
regular, 76. 

6th April, — Passed a rather restless night on the 5th in 
spite of 15 drops of Battley's solution twice. This morning 
she had an attack of screaming and violent movements, but 
was readily quieted. 

7th April, — Last night she slept fairly well without a 
hypnotic. During sleep the movements are slight, but only 
cease in deep sleep. Patient's condition is improved to-day ; 
she is much quieter. 

9th Afril, — Given 7| drops liq. arsen. et hydrarg. iodid. 
six-hourly. 

13th April, — The movements, on the whole, are less, but 
patient has had several attacks of screaming, hysterical in 
character. She also manifests delusions, imagining that people 
are shouting at her from the street and looking in at the 
window. To-day she had an attack of screaming which lasted 
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for an hour and a half. On the nights of the 9th and 10th 
she was sleepless. 

17th April, — She is now getting 16-drop doses of liq. arsen. 
et hydrarg. iodid. The movements are less. Her mental 
condition is rather worse ; she answers direct questions 
sensibly enough, but she has still the delusions above noted, 
and she is childishly unreasonable at times — e.gr., because her 
face was not washed on demand, &c. On the nights of 14th 
and 15th she slept fairly well after 30 grs. of sulphonal, and 
yesterday and to-day have been quiet days. 

^6th udprii.— She is getting 20-drop doses of the liq. arsen. 
et hydrarg. iodid. now six-hourly. She is quieter, but is still 
suspicious and unreasonable, and has delusions of sight and 
hearing. She is sleeping and feeding well. 

^nd May. — The question of induction of labour was raised 
on account of the mental condition of patient ; physically she 
is improving. Chloroform was administered to-day, and Dr. 
Oliphant on examining found the os internum admitted the 
tip of one finger, and with dilating it he got it to admit two. 
Cervi± soft. 

Srd May, — Some " show," suggestive of progressing labour. 
She is not examined, as it excites her. 

Jfth May, — She was normally delivered at 6*50 p.m. of a 
child 17 inches long and weighing 4| lb., premature, but 
healthy. The size of the child is interesting, as the fundus 
uteri rose very little during her stay in hospital, being on 
2nd May not more than a third of the distance between the 
umbilicus and the ensiform. She was greatly excited during 
delivery, requiring restraint during the second stage. 

16th May, — To-day she has been transferred to Woodilee 
Asylum. A slight improvement has occurred since delivery. 
She sleeps well and the movements are less. She ^low shows 
more tendency to originate conversation, but she has the 
same delusions. Baby is healthy. j 

For the following notes of her subsequent history I am 
indebted to the kindness of Dr. Blair, of Woodilee Asylum : — 



"Woodilee Asylum, 

" Lenzib, 10th Matfy 1897. 

"Mrs. C, aged 19 J, married, was admitted to Woodilee 
Asylum on 16th May, 1896, labouring under acute dementia, 
and a victim of chorea gravidarum. The medical certificates 
on admission state that the patient was confused in mind and 
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had hallucinations of hearing — ^people were always shouting 
after her. She was very restless and sleepless. 

" On admission patient was verjj^ anaemic. Irregular 
tumultuous movements were present in the left side of the 
face, and there were similar uncontrollable movements of the 
whole left side of the body. The tongue is protruded and 
retracted in a jerky manner, and is coated white and some- 
what dry. Appetite is poor ; bowels constipated. The breasts 
are much distended with milk, and the blood-vessels are 
congested. The patient is somewhat emaciated ; reflexes 
equal, easily elicited ; sensation intact ; no paralysis is evident 
anywhere. R.M. healthy. A V.S. mitral murmur is audible, 
and the second aortic and tricuspid sounds are accentuated. 

" Mentally she is slightly confused, and her memory slightly 
defective. Her manner and conduct are childish and foolish. 
She is easily pleased and as easily irritated and upset. She 
has a somewhat dejected appearance. 

''18th May. — Is improved mentally and is talking very 
sensibly, though at times is confused and defective in 
memory. 

''Wtk May. — Takes food well, but is unable to do much 
work on account of chorea. The choreic movements are not 
so pronounced. Is sleeping well. 

''6th June. — Is much better in every way. The choreic 
movements have almost disappeared. She works well, is 
cheerful, and anxious for home. 

" 13th June. — Discharged recovered." 



ANTE-PARTUM HAEMORRHAGE, WITH A TABLE OF 
FIFTY-ONE CASES OF PLACENTA PREVIA.! 

By ROBERT JARDINE, M.D., 
Physician to the Glasgow Maternity Hospital. 

During the past year I have had the misfortune, or perhaps 
some would say good fortune, to have to treat a number of 
cases of ante-partum hemorrhage, both in private and hospital 
work. I purpose giving notes of these and a few others 
which occurred in the Maternity Hospital during the year, 
but not when I was in charge. I have also gone over the 
records of the hospital for the past sixteen years, and have 
tabulated all the cases of placenta praevia along with the 
cases I had at the Branch, making, with the present ones, 
fifty-one in all. 

I shall first give notes of the cases of placenta praevia 
or unavoidable hemorrhage, beginning with two private 
ones. 

Case I. — Mrs. L., set. 25, ii-para. She came under my care 
in May, 1896, suffering from inflammatory thickening of the 
broad ligaments, enlargement of both ovaries, and endometritis. 
By August the inflammatory thickening had cleared up, but 
the right ovary was still about the size of a small orange. 
When she was six months pregnant I examined her, but 
could not detect the ovary, nor was it to be felt after the 
confinement. 

When eight and a half months pregnant, haemorrhage came 
on one night as she was retiring to bed. When I saw her an 
hour later the os was about the size of a half-crown, and the 
placental margin was easily felt at the posterior part of the 
OS. It was thus a marginal placenta praevia. The membranes 

1 Read on 24th November, 1897. 
VOL. I. M 2 
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were intact, and the head presenting. The hsBmorrhage had 
not been very great and had ceased. Curiously enough she 
had not felt any pain, although the uterus was contracting 
actively. As the head was pressing down very firmly, I 
decided to rupture the membranes and stimulate the uterus by 
friction and wait, intending if haemorrhage came on to dilate 
manually, turn, and bring a foot down. Dilatation went on 
slowly, with scarcely any bleeding, and about five hours later 
a live female child was expelled by natural efforts. A hot 
douche checked the slight post-partum bleeding. She made a 
good recovery, and the child has done well. 

Case II. — Mrs. D., i-para, aet. 28. I saw this case in con- 
sultation with Dr. David Christie, and am indebted to him 
for the following notes. When between six and seven months 
pregnant she went to Rothesay on holiday, and was there 
seized with a haemorrhage. A doctor saw her, and kept her 
in bed for a fortnight. The bleeding ceased, and she experi- 
enced no further trouble until she was into her ninth month, 
when haemorrhage came on again. . She was kept in bed for 
three weeks, and during this time she had a discharge of 
blood, continuous though small in quantity. At the end of 
the three weeks, labour came on. Up to this time examination 
of the vagina had not revealed anything further than that 
the OS was slightly patulous. 

The labour began about 4 P.M., and when Dr. Christie 
examined her at 10 P.M. he found it was a case of complete 
placenta praevia. I saw her with him in consultation shortly 
afterwards, and found she had lost a considerable amount of 
blood. The os was nearly fully dilated, and the greater part 
of the placenta separated, only about one-third of it being 
still adherent. We determined to deliver at once, but were 
met with the patient refusing to take chloroform. " She was 
so sensitive that I felt it would be useless to attempt delivery 
without anaesthesia. Fortunately, her friends remonstrated 
with her and gave us a free hand, so we took the law in our 
own hands. After a whifF of it she consented and took it 
well. I delivered with forceps, and to my surprise the child 
was alive. There was considerable post-partum bleeding, so I 
removed the placenta at once and gave her a very hot douche, 
which quickly checked it. She was also given a hypodermic 
injection of ergotin, and stimulated by the mouth. A pint of 
saline fluid was injected into the rectum. She progressed 
very well until the fourth day, when she began to complain 
of severe pain in the region of the left shoulder. Her tern- 
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perature rose to 105°, pulse 130 to 140, respiration 60 per 
minute, and she looked as if she were dying with all the signs 
of a pulmonary embolism. In two days these symptoms 
began to subside, and she then convalesced rapidly. 

Case III. — Mrs. G., set. 30, viii-para, admitted to hospital 
19th November, 1896. Haemorrhage had first come on, two 
days previous, after she had done a heavy washing. It was at 
first slight but recurred at intervals, and this morning it had 
been very severe. She did not consider herself at full time, 
but she could not give the date of her last menstruation. 
There had been no labour pains. 

On admission she was not actually bleeding, but she seemed 
very weak. The pulse was 80, and feeble. While in the 
reception room haemorrhage came on, and she was at once 
removed to the labour room, and the vagina plugged with a 
kite tail plug, to allow of her being washed and dressed. 
After this was done the plug was removed, and a vaginal 
examination revealed that the placenta was situated to the 
right and somewhat encroaching on the os, which admitted 
two fingers. The foetal heart could not be heard, but foetal 
movements were felt. Bipolar version was effected under 
chloroform, and a foot brought down. The case was then left 
to nature, and the child, which was stillborn, was expelled 
three hours later. The placenta followed naturally, and the 
uterus contracted well. There was no bleeding during or 
after delivery. She made a good recovery. 

Case IV. — Mrs. W., aet. 24, iv-para, admitted 31st August, 
1897. This patient had had a severe flooding five weeks 
before at her home. She was seen then by two students. 
She states that she had lost a good deal of blood. A fortnight 
ago there had been a slight recurrence. She was then seen by 
the house surgeon, who diagnosed complete placenta praevia. 
The OS was about the size of a two-shilling piece. Next day 
she was admitted to the hospital, and remained in bed for five 
days. There was no bleeding during that time. She left the 
hospital against advice, but promised to return on the slightest 
reappearance of haemorrhage. A slight amount of bleeding 
occurred on 31st August. She was seen by the house surgeon, 
who plugged the vagina, and brought her to hospital at 7 A.M. 
At that time the os was about the size of half-a-crown, 
and the placenta was found detached laterally and in front 
but still adherent behind. At 9 A.M., under my directions, 
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Dr. Bain delivered her. He freed the placenta from the cervix 
behind and easily dilated the os until he could pass his hand 
into the uterus. Version was easily effected, and a live 
premature male child delivered. A second child then also 
presented by the head. It was in a sac of its own. It was 
also easily turned and delivered alive. It was a female. The 
placenta of the second child was attached close to the first, so 
that a portion of it was within the area of placenta praevia. 
She made an excellent recovery. The boy weighed 4 lb. 10 oz., 
and the girl 4 lb. I believe they both died of bronchitis when 
about a month old. 

Of the fifty-one cases tabulated this is the only one of twins. 
In 1874 the late Dr. Angus Macdonald reported a case. Both 
foetuses were transverse, and both placentae were felt at the 
internal os. He regarded it as a very uncommon occurrence, 
and asserted that it probably only happened once in 44,500 
cases of labour. Barnes speaks of it as not uncommon, 
and Winckel maintains that it is relatively four times 
more frequent in plural than in single pregnancy. The 
records of the Maternity Hospital are in favour of Macdonald's 
view. 

Case V. — Mrs. M*D., aet. 24, iii-para. She was first seen by 
a nurse on the afternoon of 13th September. Bleeding was 
said to have been going on for ten hours. The house surgeon 
saw her shortly afterwards, and found there had been con- 
siderable haemorrhage, but the patient was not collapsed. The 
head presented, and the os was about the size of a florin. The 
edge of the placenta was felt posteriorly at the os internum. 
The vagina was plugged, and the patient brought to hospital. 
When I saw her the os was easily dilated manually under 
chloroform and a foot brought down. The child was alive, 
but too premature to survive. It weighed 26 oz., and died in 
two hours. 

When the placenta was expelled it was found to be pyrif orm 
in shape ; the apical portion was dark in colour where it had 
been separated. 

This patient was suffering from subacute rheumatism. She 
had a normal puerperium. Under alkalies her condition 
improved very much. 

Case VI. — Mrs. G., aet. 33, iv-para, admitted 20th September. 
This patient was brought to the hospital in an ambulance 
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waggon from Renfrew by Dr. Hill. She had had hsBmorrhages 
of varying severity for the last six weeks. On the evening 
of 19th September hsBmorrhage was pretty severe. Dr. Hill 
plugged the vagina and brought her in, arriving at 6'15 A.M. 
On admission she was very weak and blanched; pulse, 112, 
and thready. Before I reached the hospital the plugs had 
been expelled, rapidly followed by the placenta and then a 
dead child. There was no post-partum hsBmorrhage. The 
membranes came away of themselves. 

We decided to transfuse, and this was done through the 
median basilic vein by Dr. Webster, the resident. A pint of 
sterilised saline solution was used (1 dr. of equal parts of 
bicarbonate of soda and potash to the pint). The pulse at 
once improved in volume and strength. 

The patient made an uninterrupted recovery. 

Case VII. — Mrs. R, set. 38, ix-para, admitted 8th October, 
1897. A nurse saw this patient at 7*30 p.m. Haemorrhage 
had been going on for two hours. The patient was blanched. 

Dr. Barker, the out-door surgeon, diagnosed lateral placenta 
prsBvia, plugged the vagina, and brought the patient into 
hospital. In my unavoidable absence Dr. Black examined 
her, and found he could get one finger through the os, which 
he gradually dilated. He stripped the placenta from the 
lower zone of the uterus, and found the rios presented. He 
brought down a foot. In the course of an hour the body 
was expelled, but the head was still grasped by the cervix. 
Dr. Edgar, who was on duty in my absence, then arrived and 
took charge of the case, and delivered the head. After the 
placenta was delivered haemorrhage continued, and a large 
tear of the cervix was discovered. An attempt was made to 
control the haemorrhage by stitching. 

Intravenous transfusion of a saline fluid to the extent of 
8 pints was tried, but the patient died at 1'30 a.m. on 
9th October, about an hour after delivery. The uterus was 
removed poat-rriorteTn, and I now show it. You will see there 
is a large tear involving the side of the cervix and extending 
right up into the body. A large vessel, perhaps the uterine 
artery, must have been torn through. The stitches, you will- 
observe, are confined ^to the vaginal portion of the cervix, and 
the tear extends far above the upper one. The attempt to 
stitch the tear was made under very great disadvantages, and 
you can see that without opening the fornix one could not 
have reached the upper part. When dealing with the cases 
of accidental haemorrhage I shall shortly have to relate a very 
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similar case which occurred under my care a few days before 
this, in which I felt it was impossible under the circumstances 
to attempt to stitch, and trusted to plugging. 

Case VIII. — Mrs. T., iv-para, set. 27. This patient was 
seen by the out-door house surgeon at 9 P.M. on 25th October. 
She had been bleeding more or less for a week. The loss had 
been pretty severe that evening. Her general appearance 
was good, and her pulse fairly strong. 

The head presented, and the placenta was easily detected 
detached at its lower border, which reached the os. The 
vagina was plugged, and the patient brought into hospital. 
On removing the plug, the os was .found the size of a half- 
crown. Under chloroform bipolar version was easily effected 
by Dr. Barker under my supervision, and a foot brought 
down. Gentle traction was kept up, and the os allowed to 
dilate slowly. The child was delivered over an hour after 
turning. It was stillborn about the seventh month. There 
was no post-partum bleeding. The patient made an uninter- 
rupted recovery, and left the hospital ten days later. 

Treatment — In the ATtierican Text-Book of Obstetrics the 
following statement is made : — " There is no single method of 
treatment in placenta praevia applicable in all cases and at all 
times; therefore the obstetrician will act most wisely who 
chooses means corresponding with the special features of the 
case in hand and with the emergencies that arise." I entirely 
agree with that statement. In the cases just related various 
methods were employed. 

Of late the vaginal tampon has been very highly spoken of, 
but to adopt it in every case would be a fatal mistake. If 
properly applied it will check the haemorrhage and •ensure 
dilatation, but if the vagina is not thoroughly plugged it is 
worse than useless. It is most useful before dilatation of the 
OS, or in cases where removal of the patient is necessary. 
The strictest antiseptic precautions must be taken. It should 
not be left in for many hours, and the patient should be 
carefully watched. On removing it the os will usually be 
sufficiently dilated to turn by the bipolar method and bring a 
foot down. The case can then be left to nature if the os is 
not dilated sufficiently to allow delivery without risk of 
laceration of the cervix. 

Bipolar version is one of the best methods of treatment. It 
can be done when the os will admit two fingers, and is there- 
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fore applicable to many cases. When the thigh is drawn 
down into the cervix, the very best plug and dilator is secured. 
Bleeding will cease, and the cervix become quickly dilated. 
Gentle traction will assist this and check any haemorrhage, 
but one must not yield to the temptation to deliver quickly. 
Laceration of the cervix is a dangerous accident in an ordinary 
case, but much more so in a placenta praevia on account of the 
vascular condition of the parts. 

Podalic version was the method most generally adopted in 
the cases tabulated. If the os is sufficiently dilated to allow 
the hand to be passed in, this can be quickly done. If 
the cervix is soft you can generally dilate it sufficiently to 
pass your hand, or Barnes bags or Champetier de Ribes' 
single bag can be used. The latter I have not used in 
placenta praevia, but it should be most useful provided it did 
not burst. I have had three of them burst, and shall shortly 
relate a most unfortunate accident with one of them. 

In the central or complete variety, if you cannot strip the 
placenta off so as to pass your hand round it, it is better to 
push your hand through it. 

In either variety if the os is sufficiently dilated delivery 
should be accomplished at once, either by turning or forceps. 
Forceps, perhaps, gives a better chance to the child. 

In one case all I did was to rupture the membranes and 
wiait. In the lateral or marginal varieties this may suffice, 
provided the presenting part of the child will act as an 
effectual plug and dilator, and you watch your case closely. 
This method has lately been advocated as applicable to all 
cases, but I should be very chary of trusting to it except in 
such cases as I have indicated. It is claimed that strong 
contractions will come on when the liquor amnii drains away, 
but unfortunately this is not always the case, and if you have 
to turn, the operation is rendered much more difficult and the 
bipolar method practically impossible. 

In the central or complete variety it has been suggested to 
push your finger through the placenta and strip the amnion 
off the inside of the placenta without rupturing it, and allow it 
to protrude through the opening to act as a dilator and plug. 
This seems to me a very precarious method. The amnion is 
said to be easily stripped off, but it is far too weak a membrane 
to act as an efficient plug and dilator. 

Stripping the placenta off as high as one can reach is 
sometimes very useful in checking the haBmorrhage, and it 
allows dilatation to take place more rapidly, but it diminishes 
the chances of the child. 
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As soon as the child is born one must be prepared to deal 
with anv post-partum bleeding which may occur. The uterus 
should be firmly kneaded, and if there is any bleeding the 
placenta should be removed at once and a hot intra-uterine 
douche (120*) given. Water which has been boiled does 
perfectly well. In all cases we used 1 in 300 creolin solu^ 
tion. In all cases of intra-uterine douching after operations 
we use at least 2 gallons of this. Ergotin should Ibe given 
hypoderraically, and if there is great prostration stimulants 
should be freely administered, and hot bottles placed about 
the patient. 

If the hot douche fails to stop the haemorrhage, one may 
plug the uterus and vagina. If there is no extensive laceration 
this may prove effectual, but if the tear extends beyond the 
cervix into the body of the uterus I am afraid nothing will 
save the woman except removal of the uterus, either by total 
extirpation — vaginal or abdominal — or amputation through 
the cervix. Stitching the cervix is useless it the tear extends 
into the body. 

When the loss of blood has been very great it is necessary 
to get fluid of some kind quickly into the circulation to keep the 
heart going. Several methods can be adopted. The best fluid 
to use is salt and water, 1 dr. to the pint. A pint of this can be 
injected into the rectum, and it is usually quickly absorbed. 
If one has a trocar and canula the injection can be made into 
the areolar tissues of either axillae or under either breast. The 
best method of all, however, is to transfuse the fluid directly 
into a vein. . Boiled water should be used (100°), and the 
operation done with antiseptic precautions. In hospitals this 
operation can be done in a few minutes, but in private work 
it would not be so easy. The apparatus required is very simple, 
viz., a canula, piece of tubing, and a filler. You must be 
careful not to introduce any air. The quantity to be used 
must vary with the amount of blood which has been lost. In 
our first case a pint sufiiced. The effect on the pulse was 
perceptible before many ounces had been introduced, and by 
the time the whole pint was in the pulse was full and strong. 
In the fatal cases 8 pints were used. . 

The preceding table of fifty-one cases of placenta praevia 
include all those which have been treated in the hospital since 
1881, together with the ones I have had at the West-End 
Branch and in private. I have classified them under two 
headings, complete and lateral. Under the heading of lateral 
are included those which are usually termed marginal as well 
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as lateral ones. The records were not always explicit enough 
to enable one to decide the exact position of the placenta when 
it did not completely cover the os. By some authorities this 
classification is adopted, and it really suffices. 

Twelve were complete and 39 lateral. Of the former, 

2 mothers died and 10 were saved, while of the children, 
6 were bom alive (one case being twins) and 8 dead. Of the 
lateral, 3 mothers died and 36 were saved, while of the children, 
15 were alive and 24 dead. The total number of mothers lost 
was 5, or slightly under 10 per cent; of children 32, about 
61 per cent. It must be borne in mind that in at least two 
cases the children were macerated, while in several they were 
too premature to live. 

The presentations were as follows : — Cranial, 43 ; transverse, 

3 ; breech, 2 ; hand, 1 ; leg and arm, 1 ; elbow, 1. The treat- 
ment adopted was — Podalic version, 36 ; bipolar version, 3 ; 
forceps, 4; traction on breech, 2 ; and 6 were born by natural 
efforts. The tampon was used nine times, but in many of 
these cases it was used more as a safeguard to prevent 
hsemorrhage while removing the patient to hospital than as a 
dilator. Barnes' bags were used nine times. Manual dilation 
was the principal method, combined with separation of the 
placenta when necessary. In a few cases rupture of the 
membrane was all that was required. Post-partum haemorrhage 
occurred in six, one being secondary on twelfth, thirteenth, 
and fourteenth days. 

The vast majority of the patients were multiparas, but six 
of them were primiparse. The youngest of them was 19, 
while the remaining five were what might be called elderly 
primipar8B, aged 28, 28, 30, 34, and 35 years. The youngest 
multipara was 19 (ii-para), and the oldest 45 (xiv-para). One 
had had placenta prsevia once before, and another twice. The 
latter had also cardiac disease. 

Accidental Hemorrhage. 

The subject of accidental haemorrhage is of greater im- 
portance than that of placenta praevia. With the exception 
of rupture of the uterus I know of no more fatal complication 
in labour than concealed accidental haemorrhage. The onset 
is insidious, and assistance mav not be obtained until it is too 
late. The want of an external manif ejstation of what is going 
on may even deceive the medical attendant. 

I have, unfortunately, met with a considerable number of 
them. In the Olasgow Medical Journal for June, 1892, will 
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be found notes of six eases which I read before the obstetrical 
section of the Medico-Chirurgical Society. I have also reported 
several other cases in connection with my work at the West- 
End Branch of the Hospital, and a very interesting case, 
complicated with an old pelvic abscess, will be found in the 
British Medical Journal shortly. 

The following are four of the severest I have had to deal 
with in the hospital during this year : — 

Case I. — M. S., unmarried, ast. 21, i-para, admitted 13th 
April, 1897, recommended by Dr. Stewart. She gave a history 
of recurring hemorrhages for the last eight days. The first 
attack occurred without any pain while she was in bed. She 
stated that she had lost about two-thirds of a chamberpotf ul. 
She had not been over-exerting herself previously. Since 
then there had been some bleeding each day. Her last period 
had ended 24th August, 1896. 

Patient was a strong looking girl, and was not at all anaemic. 
Her pulse was 88 and full. The height of the fundus indicated 
about a seven and a half months' pregnancy. The abdomen 
was not distended, and there were no striae to be seen. The 
foetal heart-sounds were heard distinctly below and to the 
right of the umbilicus. The head presented. The os admitted 
one finger. There was nothing felt suggestive of placenta 
praevia, although the history pointed strongly to it. She com- 
plained of slight irregular pains. There was no haemorrhage. 

On the night of the 14th she passed a few clots, and the 
liquor amnii began to ooze away. On the night of the 15th 
she was given 15 drops Battley's solution. Temperature was 
100°. By the 16th the liquor amnii had nearly all drained 
away. The os admitted two fingers, but the cervix was still 
firm. The irregular pains were increasing in severity. A 
half grain morphia suppository was inserted. At 3'30 P.M. a 
live child was born naturally. It weighed 4 lb. 5 oz. The 
slight amount of liquor amnii which had remained in the 
uterus had a very offensive odour. A large clot was present 
under one side of the placenta. She was given a perchloride 
intra-uterine douche. Her temperature had been 99*4° in the 
morning, but by evening it was 103*4°. She said she felt 
quite well. She was given 10 grs. of quinine. Next day she 
had some diarrhoea, but after that she got on all right. Her 
child only lived a week although kept in the incubator. 

Case II. — Mrs. K, aet. 41, multipara, admitted 27th 
August, 1897. This patient was sent in by an East-End 
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medical man with a note saying she was suffering from 
placenta praevia. 

The history given us was that she had begun to bleed about 

4 A.M., and that this bleeding had continued more or less ever 
since. The only cause she could give was that she had done a 
heavy washing the day before. The doctor had seen her a 
few hours after the onset, and had plugged the vagina. He 
had removed the plug twice and re-plugged, so that the third 
plug was still in. 

On admission at 4*15 P.M. she was perfectly blanched, her 
lips were of a bluish-white colour and absolutely bloodless. 
The pulse was 120, and very soft. She was given some 
stimulant. I reached the hospital shortly afterwards. She 
was at once given a pint of saline solution by the rectum. 
The abdomen was distended, and the foetus could not be 
distinctly palpated. She continually complained of great pain 
in her belly. The os admitted two fingers, and no placenta 
could be felt. Champetier de Ribes' bag was inserted and 
partially filled. In a few minutes it was withdrawn and the 

05 dilated manually until the hand passed. The membranes 
were ruptured and a foot brought down, and delivery of a 
premature d^ad child, which weighed 2^ lb., quickly effected. 
The placenta, which was completely separated, and a very 
large quantity of clot were at once cleared out of the uterus. 
During this the uterus was actively compressed, and the 
patient was given ergotin and strychnine hypodermically. A 
creolin intra-uterine douche at the temperature of 115" was 
given. There was no bleeding after delivery. Another 
saline rectal injection was given, and also about half a pint 
of the same into the areolar tissue under the left breast. The 
pulse was barely perceptible after delivery. In spite of active 
stimulation she became very restless, with sighing breathing, 
and died in half an hour. 

Case III. — Mrs. H., multipara, set. 37. This patient was 
seen at her home by the out-door house surgeon, Dr. Barker. 
She had lost a good deal of blood, but her condition was fairly 
good. The os admitted three fingers. He plugged the vagina, 
and brought her into hospital. The plug was removed as soon 
as she was admitted, and the os was found dilated sufficiently 
to admit the 'hand. Version was done at once by Dr. Webster, 
and the after-coming head was expelled by uterine action. 
The child, which was premature, and weighed 5 lb., was dead. 
The placenta had been detached for a considerable area at its 
lower part. She made a good recovery. 
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Case IV. — Mrs. T., set. 27, ii-para. This patient had been 
delivered by me on Ist October, 1896, of her first child by 
craniotomy. The cord was prolapsed and pulseless. Her 
pelvic measurements were as follows: — Interspinous, 10 J inches; 
mtercristal, 10^ inches ; external conjugate, 7 inches ; diagonal 
conjugate, 3J inches. The true conjugate would be about 
3^ inches. 

According to instructions, she came back for induction when 
seven and a half months pregnant. She was admitted on 
Ist October, 1897. A bougie was passed into the uterus, and 
the vagina plugged the evening of admission. The plugs were 
removed sixteen hours later. The os was the size of a shilling. 
During the next twenty-four hours not much progress was 
made. On the evening of the 3rd October I found the os 
would admit two fingers, and was fairly dilatable, so I 
determined to put in a Champetier de Ribes' bag and leave it 
in until the os dilated. The bag was easily introduced without 
giving chloroform, the patient lying on her left side. Warm 
carbolic lotion was pumped in through a Higgenson syringe, 
and before the bag was nearly full the patient suddenly 
became blanched and the pulse grew very weak. The syringe 
was datached from the bag and the fluid allowed to run out, 
but only a little came through the tube, and it was blood- 
stained, but a gush of blood-stained fluid came from the 
vagina. The bag was withdrawn at once, when there was a 
tremendous gush of blood. The bag had a rent nearly an 
inch long in its side. As the uterus showed no indication of 
contracting. Dr. Black agreed that I ought to dilate manually 
and turn at once. This was easily effected, as the cervix 
yielded readily to my hand. The body was drawn down and 
the arms freed. The uterus was still very flabby, and I was 
afraid that internal bleeding might continue, so I delivered the 
head at once by suprapubic pressure combined with not very 
great traction on the body. The child was alive, and weighed 
6 J lb. The placenta, which was partially in the vagina, was 
removed. It had been attached low down and was very soft, 
evidently fatty. A hot ' intra-uterine creolin douche (120°) 
was given, and the uterus, which had been very flabby, soon 
contracted firmly. A hypodermic injection of ergotin (3 grs.) 
and another of ether (20 drops) were given, and a pint of saline 
solution by the rectum. The cervix was torn considerably, 
but the hot douche seemed to check the hsemoiThage. The 
patient had rallied and said she felt better. Her pulse was 
92, and of fair strength. She was then made comfortable, 
and a firm binder put on, but in about ten minutes, perhaps 
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half an hour after delivery, her pulse became very, feeble (120), 
and she looked decidedly blanched. Bleeding had recurred, 
evidently from the cervix, as the uterus was fairly firm. The , 
foot of the bed was raised at once, and 2 oz. brandy and 2 oz. 
water injected into the rectum. Another hot douche (120°) 
was given by me, while, at the same time. Dr. Webster opened 
the median basilic vein and transfused 6 pints of saline fluid. 
The pulse improved for a time. As the hot douche failed to 
check the oozing, I plugged the cervix and vagina with 
iodoform gauze. Hot applications and stimulants were used 
freely, but she gradually sank, and died two and a half hours 
after delivery. 

We got permission for a post-mortevi, but, unfortunately, 
the body was removed without the resident's knowledge before 
we could have the examination made. 

I show you the bag and you see the tear in it. Two other 
of these bags have burst in my hands, but, fortunately, the 
others burst in the vagina. In this case the burst was high 
up, and the fluid separated the placenta, which was very 
friable and situated low down. The bag is a large one, and 
from the point which was in the os to the top it measures 
fully 4 inches. As it distended the membranes would be 
stripped ofl* the uterine wall and be pushed up before it. The 
lower edge of the placenta may even have been slightly 
separated by the strain on the membranes before the bag 
burst. Of course that had nothing to do with the tearing of 
the cervix except that it forced me to deliver hy accouchement 
ford. If I had delayed the delivery of the head and sacrificed 
the child possibly, the mother would have been saved. One can 
always be wise after an event. This case has certainly taught 
me some very useful lessons in a way which I am not likely 
to forget. 

Herman, in the last sentence in his book on Dijfftctdt Labour, 
in speaking about the danger of rupture of the uterus from 
the use of Champetier's ^g, says that " no case has been 
recorded in which either this or any other bad eflfect has been 
produced by it." I am sorry to have to record a case which 
contradicts this. 

This bag seems to be made of some preparation of rubber. 
The one I have for private use is made of silk, and sewed. I 
do not think it would burst, but it is very difficult to render 
such a bag aseptic. These rubber ones, I imagine, have been 
made so that they may be easily rendered aseptic. I shall 
certainly never use one of them again. The silk one I have 
found does well. 
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Etiology, — In the cases I have examined carefully, I have 
always found the placenta more or less degenerated. There 
has probably been endometritis present. A perfectly normal 
placenta might become detached as the result of a severe 
accident^ but this is exceptional. The exciting cause may be 
a blow, over-exertion, over-stretching such as to rea<;h some- 
thing above the head or in hanging up clothes ; shock, fright, 
severe vomiting, severe coughing, &c., have been given as 
causes. In some, as the first, there may be no apparent 
cause. 

In the external variety the blood gradually makes its way 
down between the membranes and the uterine wall, until it 
appears at the external os. In the concealed variety the blood 
is stored in the uterus, which it distends enormously. This 
great distension of the uterus causes the woman very great 
pain of a continuous rending variety. A multipara usually 
complains of it being very different from any pain she ever 
felt in former labours. This is a symptom of the utmost 
importance. The other signs and symptoms are those of 
haemorrhage and collapse. 

Diagnosis. — The external variety may be mistaken for 
placenta prsevia. If the os is not dilated you may have a 
difficulty in deciding, but usually the os will admit of the 
placenta being felt in the latter. A boggy feeling in the 
fomices will also indicate placenta prsevia. 

The concealed variety can usually be easily diagnosed by 
the collapsed condition of the patient, the great distension of 
the uterus, and the nature of the pain she complains of. 
Rupture of the uterus gives somewhat the same collapsed 
condition, but it occurs as a rule in the second stage of labour, 
and an examination of the patient would soon settle the 
diagnosis. 

Treatment. — ^In the preface to Jellett's Short Practice of 
Midwifery, Srayly says: — "In the first two years of my 
mastership I treated all serious cases of accidental haemorrhage 
by rupturing the membranes; and, if that did not prove 
effectual, delivery was effected by version and extraction or 
perforation. The results were so bad that I resorted to 
plugging in all cases of external accidental haemorrhage in 
which the membranes were intact and labour pains absent or 
feeble — ^that is, in the great majority of cases — ^and with 
excellent results. The fear that an external would be converted 
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into an internal hsemorrhage proved groundless." My experi- 
ence has been different from that. The second case shows 
that this fear is not groundless. It began as an external 
form, and the plugging converted it into a concealed one. 

Jellett strongly advocates the plug. He says: — ^**If the 
blood cannot escape, then it must cease flowing as soon as the 
cavity is full. There is no room for any considerable quantity 
of blood to escape into a healthy uterus occupied by an 
unruptured ovum. If a vessel rupture in such a case, and no 
blood escape through the os, the pressure in the uterus would 
rapidly become greater than the blood pressure, and the 
hsemorrhage would cease. If, on the other hand, the uterus 
be unhealthy, and dilate before the blood pressure, then the 
amoimt of the hsemorrhage is only limited by the dilatability 
of the uterus." This is all true enough, but the unfortunate 
thing is that we rarely have to deal with a healthy uterus. 
If it were healthy the placenta would not separate except 
under very exceptional circumstances. The placentae in the 
cases which I have examined have all been in an unhealthy 
condition. Jellett says the haemorrhage is primarily due 
to an endometritis. A uterus with endometritis is not a 
healthy one. 

Nature's method of checking haemorrhage is not by pressure, 
but by contraction and retraction of the uterine vascular 
fibres. The only way to get that is by emptying the uterus, 
a practice I have always carried out when any active haemor- 
rhage was going on. The only case I have lost was Case IV, 
and it was a very exceptional one. I am afraid I was too 
anxious to get a live child in that case, and it was of course 
complicated by a considerable contraction of the pelvis. Rup- 
turing the membranes may suffice when active contractions 
are ffoing on, but I would never trust to it if there had been 
much himorrhage. If hemorrhage is going on, I think the 
best treatment is to dilate and deliver, with due precautions 
not to lacerate. If the haemorrhage has ceased and the patient 
is not collapsed, we may wait and watch her as in the first 
case. If she is very much collapsed, we should stimulate her 
first before delivery, as the shock of the delivery may prove 
fatal even without any post-partum bleeding. The treatment 
of the external form is comparatively simple, but in the 
concealed we have a much more serious difficulty to face. 

Jellett says : — '' The only treatment which is of any avail 
in these cases is dccouchement force, or Porro's operation." 
The former I have tried, and I must confess the results have 
not been encouraging. Rupturing the membranes has been 
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recommended by some, but the escape of the liquor amnii 
would only make more room for hsBmorrhage, as the uterus 
would not be able to contract. Porro's operation has been 
done with success, and I shall give it a trial ii I am unfortunate 
enough to meet with another case in the hospital, where one 
can be prepared to do it on a minute's notice. Before doing a 
Porro or attempting to deliver by accoucliement force, I shall 
first transfuse a pint or two of saline fluid, and repeat this if 
necessary afterwards. 

I am indebted to the two residents, Drs. Webster and 
Barker, for the notes of some of these cases, and for assistance 
in searching the records of sixteen years* work in the hospital. 
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University of Aberdeen. 

Gentlemen, — It is an inadequate and inaccurate view of the 
life of the individual which regards it as beginning with birth 
and ending at death. Theology teaches us that death does not 
end all ; and no obstetrician can be in doubt that birth does not 
begin all. Birth does not mark a beginning, but a stage in 
life's progress. Birth is in one sense a beginning, it is the 
beginning of post-natal life ; but the very words used imply 
that there has been an ante-natal life. Further, the post- 
natal is not independent of the ante-natal ; on the contrary, 
it is largely the direct continuation and outcome of it. The 
life is unchanged, but the environment has been altered ; 
birth marks the change from surroundings which are intra- 
uterine to those that are extra-uterine. The transition is 
abrupt and the surroundings are very unlike, nevertheless the 
life is continuous. 



The Periods of Life — Post-natal. 

By popular custom and with the consent of science, extra- 
uterine or post-natal life has been divided into periods. There 
is the period of old age with its terminus, death ; there is the 
time of middle or adult life ; there is youth ; and there is 
childhood or infancy. Even in a strictly scientific sense, 
however, death is not really the terminus of life, for in many 
cases before that event has occurred the individual has thrown 
off a vital cell which impregnating another unit of life or 
being impregnated by it has carried on the existence of both. 

1 Read on 23rd Febriiarj', 1898. 
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Each individual organism consists then of a perishable part, 
which in point of size bulks largely, and of an imperishable 
part, microscopic in size but intensely vital in property. The 
imperishable part modem science has called the germ-plasm, 
and its imperishability is denominated its continuity. The 
same idea, however, was present in the mind of an exact 
thinker and a judicial writer of the old time when he said, 
speaking of Levi, that he was yet in the loins of his father 
(great-grandfather) Abraham when Melchisedec met him. 
Adult life is the epoch most largely concerned in reproduction; 
in infancy and childhood the most noteworthy incident is 
steady and continuous growth of the body ; while in youth it 
is more especially the growth of one set of organs, the genital, 
that is conspicuous. At the same time while post-natal life 
may be divided into these periods, they must not be regarded 
as well defined or as absolutely distinct from each other. 
There are normal limits within which adult life may be pro- 
longed or childhood shortened, and in a certain sense one part 
of the individual may be in one period and another part in 
another. Without crossing over the boundary into pathology 
it may be quite legitimate to describe a man as having the 
brain of a youth or of a child. 

Extra-uterine is linked to intra-uterine life by the short 
period known as that of the new-born infant. Nevertheless, 
although it only lasts for about a month, most important 
physiological changes are going on in it. It is a time of 
metamorphosis : organs which during intra-uterine life have 
had little or no call put upon them are suddenly brought 
into functional activity, while many of those which have 
been physiologically active in foetal life begin to atrophy 
from disuse. The organism is adapting itself to its new 
environment. 

Ante-natal Life — Physiology. 

Like post-natal life the ante-natal existence of the indi- 
vidual may be marked off into periods. These are the foetal, 
the embryonic, and the germinal epochs. During the first of 
these, the foetal period, the organism shows its vitality chiefly 
by growth along lines which have been already definitely laid 
down. In this respect it resembles the post-natal periods of 
infancy and youth. It is true that the intra-uterine environ- 
' ment has very distinctive and peculiar characters (the 
unborn infant exists in a fluid medium of practically constant 
temperature, it is protected to a large extent from traumatism 
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by the maternal structures, and it is shut in from the light) ; 
further, the f cetus has several of its organs almost inactive and 
its most important and most active organ, the placenta, is 
extra-corporeal ; nevertheless, the chief phenomenon of fcetal 
life is growth, rapid and continuous, along lines already 
indicated. Within seven months, which is the length, roughly 
speaking, of foetal life in the human subject, the organism 
increases from a structure one inch in length to one measuring 
twenty inches, and its increase in weight is proportional. 

During embryonic life, which may be regarded as begin- 
ning with the differentiation of the three layers of the 
blastoderm and ending about the end of the second month, a 
very different process is going on. There is growth as in the 
fcBtal period ; it is not, however, simple increase but evolution 
or development that is the striking feature of the life of the 
embryo. The lines along which future growth is to take place 
are nearly all laid down in the embryonic period. The 
physiology of the embryo is development, that of the foetuis is 
growth. As in the history of the rise of a great modern city 
there is record of a stage in which the main avenues of traffic 
are sketched out and natural obstacles overcome or utilised, 
to be followed by a period during which growth goes on along 
the lines of the plan, so in the story of ante-natal life there 
is the embryonic period, in which the cellular elements are 
arranged in groups to form organs, to be followed by the foetal, 
in which these organs simply increase in size, and by their 
activity lead to the growth of the whole organism. 

About germinal life in the human subject we know little, 
but it may be regarded as the period which ends in the 
mysterious phenomena of germ and sperm maturation, of the 
expulsion oi the polar globules from the ovum, and of the 
atrophy of the female element of the sperm-cell, and of the 
impregnation of the ovum by the spermatozoon, with the 
resulting formation of the* morula mass. Prior to impregnation 
the ova and spermatozoa have simply led the life of specialised 
cells in the body, the former in the female, the latter in the 
male. Doubtless they have been impressed to a certain extent 
with the individuality of the organism, with what may be 
called the peculiarities of its vitality. Further, these cells are 
the descendants of others which have in their turn been 
component parts of other organisms which have also had their 
individuality. So in the earliest epoch of ante-natal life, just 
as in the later epoch of post-natal existence, we find ourselves 
confronted by the continuity of vital action ; the individual is 
the link which enables the vitality to be continuous. 
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Before paHsing to the consideration of pathology in these 
relations, I must point out that whilst ante-natal life is thus 
divisible into three periods, these are not sharply marked off 
from one another any more than are the epochs of post-natal 
life. One part of the organism may be yet in the embryonic 
stage while the others are in the fcetal phase. An example of 
this is met with in the slower evolution of the limbs as 
compared with the trunk of the body and head, and probably 
no two parts pass out of the embryonic into the fcetal 
condition at just the same time. To revert to the comparison 
I have already instituted, the progi'ess of a city is not equal 
throughout, one part, e.gr., the suburbs, may be little more than 
planned when another, e. gr., the centre, is already built. Just 
as the fii-st month of extra-uterine life, more than any other, 
is a time of metamorphosis and of transition, so the third 
month of intra-uterine life, more than any other, is charac- 
terised by readjustment and by change. Most of the organs 
pass at this time from the embryonic into the foetal state, just 
as in the first month of life most of them again pass from the 
foetal into the infantile condition. The bearing which this 
form of transition from one period to another has upon 
pathology will be soon made apparent. 

Such, then, is a sketch of the periods into which ante-natal 
life may be divided — the foetal, the embryonic, and the 
germinal; but, so far, I have made reference only to the 
physiology of these epochs and not at all to their pathology. 
I have considered only the normal at first in order to simplify, 
as far as possible, the whole problem. Now, in the light of 
what has been already stated, we may with more profit discuss 
the incidence of the morbid. We shall find that the pathology 
of ante-natal life is closely bound up with its physiology. 

* Ante-Natal Pathology. 

Post-natal and ante-natal life have this, at least, in common, 
that they are both subject to disease and death. As a 
French writer (Vemet) has expressed it, "L'oeuf f^cond^ 
jouit de la vie, sujet par consequent aux maladies, k la mort ; " 
and I may roughly cast the same idea into verse as follows : — 

The eggy impregnp.ted, with vital ardour glows, 

Subject thereby to maladies and death's destructive throes. 

In the very springs of life there is the possibility of deatli ; 
the ante-natal death-rate must be very high, and, I doubt not, 
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that all estimates which have been formed of it fall below the 
reality. Short of actual death, however, there is pathological 
change, and there is a morbid anatomy of intra-uterine life 
which has not up to the present time received the attention 
that it demands in view of the far-reaching effects it has 
on post-natal life. The pathology of ante-natal life is a 
subject which has been comparatively little studied; and the 
cause of this neglect has been not single but complex. The 
inherent difficulty of the research, the practical impossibility 
of exact diagnosis, the discouraging results of attempts at 
ante-natal therapeusis, the delayed progress of the study of 
ante-natal physiology, and the conflicting views regarding 
human embryology, have all played a part in discouraging 
investigations ; but probably the most potent factor in delay 
has been the simple circumstance that the subject dealt 
with ante-natal affairs. The difficulties were not insur- 
mountable; but investigators have been held back by the 
wide-spread belief that (so to say) the game was not worth 
the candle. The mercantile value, if I may so put it, of 
foetal life has been placed very low compared with that of 
the adult or of the child. In no country in the world save 
that in which the population is stationary or diminishing does 
the necessity of conserving and preserving foetal life obtrude 
itself upon the notice of the political economist or of the 
physician. The specialist in ante-natal disease, even in these 
days of specialism, is not wanted. Beyond all these reasons 
which have led the student to neglect the pathology of ante- 
natal life, I believe there lies yet another. There is, I think, 
a very prevalent notion that ante-natal pathology is not 
subject to the same laws as post-natal, that it cannot be 
regarded as similar to it — that it is, in fact, something apart, 
something mysterious. What I wish to try to show in this 
address is that in all probability the causes of morbid proq^ses 
are the same in post-nxital and in ante-natal life. That the 
effects produced by these causes differ markedly there is no 
gainsaying ; but the differences are to be regarded as due to 
altered environmental conditions and to the peculiarities in 
the structure of the organism acted upon. 

I do not suppose that anyone doubts that the same etiologi- 
cal factors in pathology are present in all the periods into 
which extra-uterine or post-natal life has been divided. The 
young, the aged, and the middle-aged are alike subject to the 
influence of injuries, of poisons, of microbes, and of parasites. 
It is true that at certain ages the individual is more liable to 
certain forms of disease and more or less free from others. It 
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is also to a small extent true that some diseases show certain 
slight differences in their manifestations according to the age 
of the person attacked by them — an example of this is found 
by contrasting the rheumatism of middle life with that of 
childhood — ^but manifestly these differences are not due to 
variations in the nature of the causes acting, but to alterations 
in the structure of the parts acted upon and in the environ- 
mental conditions. Peculiarities of this kind are specially 
evident in the diseases of the new-bom infant, some of which 
have almost a pathology of their own, and it is precisely 
during this short period in extra-uterine life that the 
organisation of the body differs most from what it afterwards 
becomes. Such maladies as jaundice of the new-bom, sclerema, 
neonatorum, trismus neonatorum, and Winckel's disease owe 
their peculiar characters not to anything unusal in the causes 
which produce them, but rather to the fact that the causes 
are acting upon organs and tissues which are in a state of 
transition between the fcetal and the infantile stage. It is 
probably partly on this account also that these causes produce 
such fatal results, for as everyone knows the mortality in the 
first days of life is truly appalling. Certainly the change 
from an intra-uterine to an extra-uterine existence must 
severely try the organism. 



Pathology of Fcetal Life. 

During foetal life, as distinguished from embryonic, the 
organism is subject. to diseases. Morbid causes acting upon 
the foetus produce diseases in it. More than ten years' study 
of the problems of ante-natal pathology has led me to the 
conclusion that the foetus is liable to the same diseases as the 
infant, the child, and the adult. It enjoys a partial immunity 
from the attacks of certain parasites which produce skin 
diseases in extra-uterine life, and it is to some extent protected 
from external violence by the maternal structures and the 
liquor amnii. On the other hand it is apt to be affected with 
certain maladies in a peculiarly aggravated form, and it is 
exposed to one gross traumatism, parturition. Nevertheless 
it is, I believe, true that the morbid causes which act upon the 
foetus are identical with those which are effective in later life. 
The peculiarities of foetal maladies are largely due to the 
peculiarities of foetal environment and of foetal physiology. 
Some illustrations of this may be given. 

Foetal ichthyosis of the grave type is a disease in which the 
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thickening of the epidermis is of so marked a kind that it has 
on this account been asserted by some that it is not the same 
malady as the ichthyosis of extra-uterine life. The probable 
explanation, however, seems to be that the intra-uterine 
environment permits the continuance of life with a degree of 
cutaneous morbid change which would render post-natal 
existence impossible. As a matter of fact infants with 
advanced fcetal ichthyosis rarely survive their birth by many 
hours — the horny epidermic plates surrounding the mouth 
make suckling impossible, and the interference with the 
cutaneous functions leads to congestion of the internal organs 
and especially to inflammatory states of the lungs and 
kidneys. Probably also the enormous epidermic proliferation 
may be connected in some way with the existence of that 
peculiarly foetal and transient structure, the epitrichium. 
General foetal dropsy, also, is a disease, or rather a symptom 
of several diseases, which reaches an altogether unprecedented 
degree of development in utero. With marked and deforming 
general anasarca, and with much fluid in the cavities of the 
peritoneum, pleura, pericardium, and cerebral ventricles, the 
foetus is still able to drag on in the uterus an existence which 
lasts till birth, even until birth at the full time. This 
peculiarity of foetal diseases I, some years ago, dubbed their 
"potential mortality." The foetal environment and mode of 
life permit the existence of an amount of disease quite incom- 
patible with the maintenance of extra-uterine life — the foetus 
IS potentially dead, it will die as soon as it is bom. Further, 
the fact that certain organs in the foetus are almost or quite 
quiescent, e.g,, the lungs, makes it possible for them to be 
seriously altered in structure without being affected in 
function ; as soon, however, as birth occurs a sudden call is 
made upon these organs, and at once their potential morbidity 
becomes real. Truly, in many cases, it may said that the 
cause of death is birth. Many other instances of this 
peculiarity of foetal disease might be given, such as occurs in 
loetal ascites, hydronephrosis and cystic kidney, and in foetal 
endocarditis ; but these must suffice. 

Fdbtal maladies differ not only in degree but also in 
character from those occurring after birth. Examples of this 
are found in foetal small-pox and foetal typhoid. At the time 
of birth the variolous eruption may show itself in the papular, 
pustular, or cicatricial form, according as the disease had 
existed a longer or a shorter time before labour supervenes. 
The face is frequently almost free of the eruption; the 
pustules resemble those met with on mucous surfaces rather 
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than on the skin in extra-uterine life ; there is a less degree 
of suppuration ; crusts are seldom formed ; and the resulting 
cicatrices are feebly marked. These peculiar characters of 
foetal variola find their explanation in the fact that in utero 
the skin is kept moist by the liquor amnii, and is not under 
the influence of light and the atmospheric air. In fcBtal 
tyhoid fever it is rare to find the characteristic intestinal 
lesions, a circumstance which may be due to the comparatively 
quiescent condition of the bowel in ante-natal life, or to the 
infection of the foetus by the way of the placenta, instead of 
by the mouth and stomach. In post-natal life it is uncommon 
to meet with cases of typhoid without intestinal lesions, 
although such do occur ; in the ante-natal state it is rare to 
find cases with them. This leads me to advert for a minute 
or two to the relation of the placental economy to foetal 
diseases. 

The fact that the unborn infant is brought into intimate 
and peculiar relations with the chemico-vital processes of 
the mother by means of the placenta is, at the same time, 
an advantage and a disadvantage. It is on account of this 
parasitic dependence that the foetus is able to continue an 
intra-uterine existence with several of its viscera in a far 
advanced stage of disease ; but it is also on this account that 
it is exposed to fevers and microbic conditions affecting the 
mother, and to morbid alterations of her blood. We do not 
yet fully understand the mechanism which regulates the 
transmission of diseases from mother to foetus, but it would 
seem that under apparently similar conditions (e.g., in twins) 
the infection may or may not pass through the placenta, and 
it is apparently necessary to believe that haamorrhage in the 
placenta is not a sine qucc non in the cases in which germs or 
their products traverse the afterbirth. Recent investigations 
on the structure of the amnion and on the liquor amnii 
suggest that possibly infection may occasionally find its way 
from the maternal blood through the amniotic fluid to the 
mouth and stomach of the foetus. In utero also, as in after 
life, the same law of individuality may hold good which 
brings it about that a certain percentage of organisms, placed 
under apparently identical conditions of risk of infection, 
escapes it. The placenta, therefore, is not an unmixed boon 
to the foetus ; but, further, it may become an immediate and 
pressing danger. It is, in its foetal portion, an organ of the 
foetus although an extra-corporeal one; it is also the most 
vulnerable of the organs with which it is supplied. It results 
from this that placental lesions very quickly endanger the 
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life of the unboiii ; and everyone knows the frequency with 
which such are followed by the premature termination of 
pregnancy. 

What has been said conceniing the transmission of diseases 
through the placenta or liquor amnii to the foetus may be 
repeated with regard to the passage of poisons such as lead, 
arsenic, morphia, and alcohol. Less, however, is known 
regarding their action in producing foetal diseases, but this 
much can be affirmed that lead poisoning in the mother in 
pregnancy may be followed by the birth of an infant with 
paralytic and other symptoms of saturnism. The experiments 
of Porak go to show that the placenta may with certain 
poisons do what the liver accomplishes in later life, namely, 
store them up in its substance. It may thus prevent their 
passage to the foetus, but, in doing so, the placenta may have 
its own functions so far interfered with as to lead to abortion 
or premature labour. 

During foetal life, then, the organism is subject, just as it is 
in later life, to the maladies which are caused by microbes 
and their toxines and by poisons, mineral and vegetable ; it 
may also be affected by diseases which, in the absence of 
fuller knowledge, we must call idiopathic ; and it may be 
wounded or bruised even inside the maternal protecting 
structures. Its pathology, therefore, agrees in its etiology with 
that of later life, but differs in some of its characters in 
accordance with the peculiarities of the environment. The 
foetus also may die in utero, and the well-known post-mortem 
changes, macerative in character rather than putrefactive, 
evidently owe their distinguishing characters to the intra- 
uterine surroundings which, in the great majority of cases, 
prevent the access of air to the dead tissues. It has some- 
times been affirmed that death in utero was unaccompanied 
by rigor mortis ; but I believe that this is not correct, and I 
have elsewhere ^ stated my reasons for this belief at consider- 
able length. The rigor mortis which affects the foetus may 
differ in some of its features from that of the infant, e. g,, in 
the time of its onset and persistence and in its degree, but 
that it occurs is, I think, undoubted. In order to complete 
the summary of the morbid conditions which may develop 
in the foetal period of ante-natal life, it is necessary to 
state that probably every variety of neoplasm may be met 
with ; but into this subject it is impossible here to enter, 
for it contains problems which would require an extended 
discussion. 

1 Teratologia, 1896, ii, p. 96. 
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Pathology of Embryonic Life. 

Quite distinct from the pathology of the foetus is the patho- 
logy of the embryo. The morbid states which arise during 
embryonic life are so peculiar, so special, that it is no wonder 
that they have been placed by themselves in text-books of 
pathology and regarded as something apart. It is only now 
beginning to be recognised that the pathology of the embryo 
is after all a part of general pathology, and is subject to the 
same laws. In a word, embryonic pathology is teratology ; 
and, as Duval ^ pithily puts it, teratology is truly a chapter, 
but also a very special chapter, of pathology (" La teratologic 
est done bien un chapitre, mais un chapitre tout particulier, 
de la pathologic"). Let me indicate briefly what this great 
generalisation means. 

It will be remembered that the life of the embryo consists 
in the evolution of the three layers of the blastoderm into the 
complex aggregate of organs and tissues which make up the 
body of the foetus. The embryo has no other functions than 
this — this is its one function. Now, when a morbid cause of 
any kind acts upon a foetal or adult organism it produces 
changes which interfere with its functions, e,g,, nutrition, 
respiration, excretion, and the like. In this way a disease 
is set up. When the same cause acts upon the embryo it 
interferes with its one function, the formation of organs. In 
this way a monstrosity, a malformation, or a structural anomaly 
is produced. In the one case the result is pathological, in the 
other it is teratological. Complete proof is not yet forth- 
coming, but I believe it will be furnished, showing that the 
causes of diseases are also the causes of monstrosities. The 
way in which these causes act is no doubt different, and the 
organism upon which they act and its surroundings are 
widely different ; it is in this manner that the vast difference 
between the results, a disease and a monstrosity, is produced. 
We speak of pathogenesis in the one case, and of teratogenesis 
in the other ; but the same ultimate causes, traumatism, 
toxines, microlDcs, poisons, lie behind both. 

The experiments of Dareste, Panum, Warynski and Fol, 
Lombardini, and especially of Fdr^, have thrown much light 
upon the causes of monstrosities and their mode of action. 
The embryo chick is the organism in which it has been 
found most convenient, artificially, to produce monstrosities, 
although a certain number of observations has been made on 

^ M. Duval, BoTwhardPs Traits de pathologie gin&aley 1895, i, p. 164, 
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mammalian embryos. In the earlier experiments the means 
employed consisted in partially varnishing the eggs during 
incubation, in raising or lowering the norjnal temperature 
in the incubator, and in shaking the eggs or wounding their 
contents. By these measures it was found possible, constantly, 
to produce a certain percentage of chick monstrosities ; but it 
was not very evident how the information thus obtained 
could be applied to the elucidation of human teratology. Far 
more valuable results have recently been obtained by Fdr^, 
who has experimented by injecting into the albumen of the 
egg at the beginning of incubation various substances known 
to be pathogenic when acting upon the adult or foetus. The 
results have been teratogenic. 

Among many substances, which have been found to be 
teratogenic, may be mentioned the alcohols and isoalcohols, 
nicotine, the toxines of tubercle and diphtheria, mercury, 
atropine, hydrocyanic acid, and morphine. To a certain 
extent, also, the agents which are most pathogenic or most 
poisonous are also most teratogenic. The alcohols can be 
arranged in an ascending series according to their power of 
producing terata, beginning with ethylic alcohol and going on 
to methylic, propylic, butyric, and amylic. It may yet be 
found possible to group all the substances which act terato- 
genically in a series according to their relative virulence, and 
it will then be interesting to note whether those most power- 
ful teratologically are also most effective pathologically. 
Certainly the alcohols which are most toxic are also most 
teratogenic. 

While the ultimate causes of monstrosities are doubtless 
such agencies as have been referred to above, their mode of 
action presents very special and difficult problems for solution. 
During the embryonic period there seems to be good reason 
to believe that the amnion has a very important bearing upon 
these problems. It is the presence of the placenta which, to a 
large extent, impresses upon foetal pathology its peculiar 
characters; and in the same way it is the presence of the 
amnion that accounts for much that is distinctive in the 
pathology of the embryo. That the allantois and umbilical 
vesicle also play a part in producing malformations is, I believe, 
true ; but it is specially the amnion that moulds the structural 
destiny of the embryo. The importance of the teratogenic 
rdle of the amnion has been fully demonstrated experimentally 
by Dareste and others. One of the earliest phenomenon in 
embryology is the development of the extra-embryonic somato^ 
pleure to form the amnion, and anything which interferes with 
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itH evolution will cause dinturbance in the growth of the embryo. 
It is probably on ticcount of defective development of the head- 
and-tiail folds that the terata with anencephaly, spina bifida, 
and sympodia are produced. The delayed separation of the 
anmion from the body of the embryo, as in cases of absence of 
the liquor amnii, will result in the action of pressure ; and the 
effect of the pressure will be the arrest of development in the 
stage then reached. The rest of the organism not subject to 
this pressure will go on developing, and so, ultimately, an 
embryo will be produced with one part or several parts in a 
stage of evolution anterior to that reached by the rest. A 
temporary and transient phase has for part of the body become 
fixed and permanent. If one imagine a continuous photograph 
of the evolution changes in the organism, and if one furthei- 
imagine that the changes in the head, thorax, abdomen, and 
limbs are represented by parallel photographic strips, then it 
is easy to understand that so long as the strips continue to 
move synchronously, as in a cinematograph, the picture of the 
phenomena will be normal and perfect. So soon, however, as 
one of the strips stops moving or slackens its rate of progress, 
something very abnormal, monstrous in fact, will be presented 
to the eye of the observer. The abdomen may be found in an 
early stage of evolution while the rest of the body has moved 
on into a later phase. In some such way exomphalos may be 
produced. The comparison is, at best, an imperfect one, for 
in teratology other factors come into play, and the continued 
evolution oit the rest of the body will m time come partly to 
mask the part which has had its progress stopped, continued 
pressure will cause fusion of neighbouring developing parts, 
and so forth. An instance of this is found in the sireniform 
foetus in which amniotic pressure arrests the development of 
the tail end of the embryo and of the lower limbs, then causes 
rotation of the stunted limb-buds outwards and backwards, 
and finally leads to greater or less marked fusion into one limb 
of the originally separate ones. 

While foetal pathology is concerned with diseases, and 
embryonic pathology with monstrosities, both the foetus and 
the embryo are subject to death. Here, again, the nature of 
the organism and its surroundings have much to do in deter- 
mining the character of the morbid changes which result. 
Maceration is characteristic of foetal death ; dissolution and 
mummification mark embryonic death. There is some reason 
to believe that although the foetus is dead yet its annexa may 
continue to live, and so there are also some grounds for 
supposing that the embryo may die, and the rest of the 
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blastodermic vesicle go on growing. Into the subject of the 
curious forms of abortion sac which are thus produced, 
Giacomini has entered, and while he has discovered many- 
interesting facts, many questions still remain obscure. I have 
met with three cases, in two of which the abortion sac con- 
tained a nodular embryo of only 2 or 3 mms. in length, instead 
of one of 5 or 6 cms., while in the third sac the most minute 
examination revealed no embryo at all. 

Just as the transition from foetal to infantile life is marked 
by a terrible mortality, so, I believe, the passage from the 
embrycmic economy to the foetal is accompanied by a great 
destruction of embryos. Everyone knows how common is 
abortion at the second and third month; and, while several 
causes have been adduced to explain this, it is reasonable to 
suppose that the radical changes which mark the replacement 
of embryonic conditions by the foetal environment lead to 
embryonic death, and so to emptying of the uterus. 

Now, while it is true that morbid causes produce diseases in 
the foetus and monstrosities in the embryo, it is not always 
possible to distinguish between what is a disease and what is 
a monstrosity. The reason is not difficult to find. The whole 
organism does not pass out of the embryonic into the foetal 
stage at the same time : one part or organ may be yet in the 
stage of construction, of evolution, when the part next to it has 
taken on its mature form, and has become functional. An 
instance of this is met with in tlie limb-buds, which are still 
embryonic when most of the internal organs are in the foetal 
state. A morbid cause, therefore, acting upon two parts of the 
organism may produce a disease in the one and a deformity in 
the other. This is one reason why the so-called foetal bone 
diseases and the malformations of the limbs are so difficult to 
understand. What we regard as peculiar bone diseases, and 
try vainly to classify with post-natal osseous lesions, may be 
really malformations; while more or less complete absence of 
the limbs or their rudimentary state may be either the results 
of disease or of arrested development. 

It would be contrary to what we know of pathological 
states in post-natal life if we were to find sharply deQned and 
clearly delimited morbid conditions in ante-natal existence. 
It is not with well-marked types but with the intermediate 
types, the connecting links, that difficulty is found in classifica- 
tion and in comprehension. This is true of both post- and 
ante-natal life. Over these difficult cases, however, I shall not 
linger, for what I wish in this paper to do is to lay down 
general principles rather than discuss individual instances. 
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Even in post-natal life some few parts of the body remain 
in an incompletely developed form for some years. A good 
example of this is found in the uterus, which does not take on 
its adult characters or begin to functionate till the period of 
puberty. If, as sometimes happens, the uterus retain its 
total or infantile form in adult life, the result produced is a 
malformation, and is usually described as such. In this sense 
there is, aa it were, a projection of the embryonic state through 
the fcetal into the post-natal. Cases such as the above, while 
they increase the apparent complexity of the problems of 
pathology, serve to emphasise the general principle that 
morbid causes acting upon embryonic states produce malforma- 
tions or monstrosities, and that the same causes produce 
diseases when they influence fully formed organs and tissues. 

Pathology of Germinal Life. 

Comparatively little is certainly known of the pathology of 
the germ, and what information we possess has been almost 
entirely gained from the study of the lower animals, and even 
of invertebrate organisms. The great phenomenon of ger- 
minal life is impregnation with its antecedent phenomena of 
maturation and polar extrusion, and its subsequent phenomena 
of nuclear division and the formation of the morula mass. It is, 
therefore, to be expected that morbid causes, acting during the 
germinal epoch, will manifest themselves in results determined 
by the physiological characters of germinal life. There will 
be a disturbance of the normal progress of the phenomena of 
impregnation and segmentation. Experiments upon such organ- 
isms as ascidians and echinodermata have shown that such 
morbid causes as quinine, chloral, and cold, stop karyokinesis, 
while partial destruction of the segmentation spheres led to 
the proiduction of monstrous fractions of individuals ("monstres 
fractions d'individu "). These experimental investigations by 
Hertwig, Chabry and Roux, and others, prove that mon- 
strosities of a very advanced type result from the action of 
pathological agencies (traumatic or toxic) during the segmen- 
tation of the ovum. It is difficult to draw any deductions 
therefrom regarding the human germ, for it is scarcely con- 
ceivable that such a rudimentary organism as the fraction of an 
ovum could continue to develope in ittero; but the well-known 
placental parasites, which are really only portions of a foetus, 
are brought to the full term through the presence of a normal 
twin, and in them it may be legitimate to look for resemblances 
to the artifically produced ascidian fragments. 
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The phenomena of impregnation may also be interfered 
with, and the tendency oi modem research is to regard the 
very interesting* terata, known as double monsters, as due to 
such interference. What is known as polyspermy, or the 
entrance of more than one spermatzoon into the ovum, is now 
the most strongly supported theory of diplogenesis. Further, 
it is possible that certain very rudimentary and puzzling 
structures, such as dermoid cysts and teratomata, may originate 
in absence of the normal male element in impregnation and 
in a consequent imperfect parthenogenetic development of 
the ovum. 

The pathology of germinal life is, therefore, probably terato- 
logical in type, and so resembles the pathology of the embryo. 
At present it would be unprofitable to attempt to classify 
teratological productions according as they were developed in 
the germinal or embryonic epoch of ante-natal life. The only 
suggestion that may be hazarded is, that while monstrosities 
by defect are characteristic of embryonic pathology, mon- 
strosities by excess (polysomatous terata) seem to be the 
special product of germinal pathology. Even this general- 
isation, however, is not very firmly based. 

So far, however, as experimental teratogeny has gone it 
would seem that the same morbid causes (toxic, microbic, 
traumatic) are at work in the germinal as in the other epochs 
of ante-natal and post-natal life. In the meantime pathology 
must wait upon physiology, for we cannot expect to know 
much about morbid processes in the human germ till we know 
more of its physiology, and of that we are present wonder- 
fully in the dark. 



Recapitulation — Etiological Unity. 

So far, therefore, as our knowledge of the pathology of 
post-natal and ante-natal life has carried us, it would seem 
that the same morbid causes are in action in all the periods 
into which the existence of the organism has been divided. 
The etiological factors of post-natal pathology, such as 
microbes and their toxines, poisons, mineral and vegetable, 
and thermic and traumatic states, have been found to be also 
the causes of pathological developments in the foetus, embryo, 
and germ. It has further been shown that probably the most 
effective morbid agencies in post-natal life are also the most 
active before birth. The results of the action of these factors 
differ widely, but the differences can be explained by differ- 
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ences in environment and in the structure of the organisms acted 
upon. Teratology is thus brought into line with pathology, 
01 which it is simply an obscure but not unimportant depart- 
ment ; and teratogenesis is seen to be simply pathogenesis 
acting on an immature organism. There is a unity in morbid 
causes. 

Hereditary Tendencies. 

Manifestly this would be an incomplete sketch of ante-natal 

fiathology if it contained no reference to hereditary tendencies, 
n addition to the external agencies, microbic and toxic, which 
determine disease in post-natal life, there is the predisposition 
to certain maladies, and the incomplete or complete immunity 
against others which heredity brings to the organism, and 
which gives to the organism its individuality. In ante-natal 
life, also, hereditary tendencies are evident both in the f (letal 
and in the embryonic periods. Many f cetal diseases, such as 
ichthyosis, general dropsy, foetal rickets, &c., are hereditary. 
In the nature of things it is seldom that direct heredity can 
be demonstrated, for, as has been explained, infants with such 
maladies rarely live, and therefore their progeny cannot be 
referred to ; but that form of heredity known as family 
prevalence is very common in most foetal maladies. I have 
elsewhere^ referred to many instances of this in congenital 
skin lesions, and have specially noted cases in which a woman 
had by one husband healthy children, and by a second spouse 
ichthyotic or dropsical infants. The sperm as well as the 
ovum may carry these tendencies. 

In embryonic life, also, the same tendencies are met with, 
and I have recorded cases of the birth of two and even of 
three anencephalic foetuses in the same family. I have also 
met with Polydactyly in several generations, and in several 
individuals in the same generation. One very interesting 
history I may give here. It was that of a woman showing a 
defective development of the muscles of one thumb ; her first 
child had hydrocephalus and absence of one thumb, and her 
second foetus was anencephalic and had one thumb represented 
by a formless mass of skin-covered adipose tissue. Further, 
nothing is better known in the artificial production of 
monstrosities than the individuality of the germ, for no matter 
how strongly teratogenic the agency may be (e. g,, hydrocyanic 
acid), some organisms will escape its action and develop 

1 JXseases and Deformities of the Fcetzts^ 1892-95, vols, i and ii. 
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normally. I might extend and apply these observations to 
germinal life, and refer to the heredity of twin-bearing, and 
so foi-th, but I must draw this already too long address to a 
close. Suffice it to say, that it is evident that in addition to 
morbid causes coming from without, we have to deal constantly 
with hereditary tendencies for or against pathological develop- 
ments existing already in the organism. This is true of the 
pathology of all periods of life, ante-natal as well as post-natal ; 
and the nett result is the health or disease, deformity or 
malformation, of the individual. 

In a tabular form some of the chief conclusions which have 
emerged from this manner of regarding ante-natal pathology 
may now be given : — 

Morbid Causes. 

( Old age \ 

Post-natal 4 Adult life jy^^^ 



Life 



^S!it'"iw ^Pathology) 



Neo-uatal Newborn infant 



{Fcetal life ) >Death 

Embryonic life \ 

Germinal life I Monstrosity 

/\ f(Teratology) 

Ovum Sperm J 

Hereditary Tendencies. 



In this communication I have refrained from touching upon 
any of the aspects of ante-natal pathology save those of its 
etiology. I have said nothing of the means of diagnosis of 
monstrosities and fcetal disease before birth, although note- 
worthy advances have to be recorded in this relation ; I have 
passed over the symptomatology and clinical history of such 
cases, and have referred not at all to their obstetric aspects ; 
the prophylactic treatment of ante-natal malformations has 
been left xmconsidered, as have also their medico-legal bearings. 
Nevertheless, all these aspects of the subject present problems 
of high interest ; and with some of these I hope to deal in a 
series of six lectures to be delivered next session within the 
University of Edinburgh. 

Gentlemen, I have tried to play the rSle of a guide, albeit a 
very inefficient one, in revealing to you some of the little 
known departments of ante-natal pathology. I have this 
qualification, at least, that I know some of the difficulties of 
the way, and some of the obstacles to be overcome. At best, 
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I have given you but a glimpse of certain parts of the subject, 
and have through ignorance or imperfect acquaintance with 
other parts had to keep silent; but if I have succeeded in 
rendering any portion more interesting or attractive, or in 
establisblng ante-natal pathology in its rightful place as a 
branch of general pathology, I shall have achieved a very 
large measure of the success I have hoped for. I have, in 
conclusion, to thank you heartily for the high honour you 
have paid me in invitmg me to give this address. 



ASEPTIC MIDWIFERY.i 

By MALCOLM BLACK, M.D., 

President, Glasgow Obstetrical and Gynsecological Society ; 
Senior Physician, Glasgow Maternity Hospital. 

The title of this paper is meant to cover in the practice of 
midwifery all methods and precautions by the adoption of 
which we may hope to ensure the maintenance or attainment 
of a condition of asepsis in labour and the puerperium. 

I suppose we may now take it as proved, or at least as 
giving us a good working hypothesis in view of prevention 
and treatment, that most of the inflammatory and febrile 
complications of the puerperium, mild and severe, are the 
direct result of the presence and development in the genital 
passages of microbes. These, if not present in the passages 
previously, must be introduced from without during or after 
labour. They may be saprophytes, the organisms which bring 
about putrefaction, which leed on loose, dead, decomposable 
material in the passages, causing them to putrefy, and thereby 
producing dangerous toxines which are absorbed into the 
patient's circulation, inducing the condition of saprsemia or 
septic poisoning ; or they may be parasites, infective pyogenic 
organisms, which can invade the patient's tissues and multiply 
there, and which, by entering lymphatics and blood-vessels, 
may get dispersed more or less throughout the body, setting 
up the graver and deadlier forms of puerperal septic inflamma- 
tions and septicaemia, septic infection. 

Where do such microbes come from ? where are they usually 
lurking ? They may be present on the skin of the patient, 
and particularly in the folds of the vulva, or on the vulvar 
hair. They may be present under her finger-nails, or on the 
hair of her head, and be transferred to the vulva by scratching. 
They may adhere to the body-clothes or bedclothes of the 
patient, and they will be everywhere clinging to the dust of 

^ Bead on 30th March, 1898. 
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lochia, retained shreds of membrane and bits of placenta, and 
produce putrefaction therein. Pyogenic organisms will attack 
raw surfaces, excoriations, lacerations, or wounds, and may 
invade the deeper structures if not successfully resisted and 
destroyed by the phagocytic cells. The action of the sapro- 
phytes, by lowering the patient's resisting power, may pave 
the way for successful assaults by the infective organisms, 
and they themselves may acquire infective powers through 
being nursed into virulence by appropriate conditions. Thus, 
a neglected sapraemia may develop into, either be followed by 
or become, a true septicasmia or pyaemia. 

As regards raw surfaces which can absorb readily and 
which may become infected, there will be more in normal 
primiparse than in normal multiparas. In the former there 
are always some tears, more or less extensive, about the os 
uteri and the orifice of the vagina, and slight lacerations or 
excoriations of the vagina are common enough. Where opera- 
tive interference with the labour has been practised there 
are apt to be more such traumatic lesions, lacerations, and 
bruises. In prolonged and exhausting labours, and after severe 
operations, the vitality of the tissues may be compromised 
considerably. After all labours there is in the uterus the raw 
surface of the placental site. 

May such microbes exist in or on the passages before the 
advent of labour ? The vagina is but a continuation of the 
skin surface of the body, and what may live on the skin 
surface, one would imagine, should have some chance of 
surviving on the mucous surface of the vagina. The mouth 
is a similar mucous cavity, directly continuous with the skin 
surface, and the microbic flora of the mouth is said to be 
enormous. It is asserted, however, that the normal healthy 
vagina is practically sterile as regards pathological microbes 
when labour comes on, and that what microbes it does harbour 
will probably be washed out of it by the liquor amnii. Where 
there is a vaginitis or other unhealthy condition, pathological 
microbes will be present in the vagina. When pathological 
microbes have gained admission, the result will depend, on the 
one hand on the degree of virulence of the intruded microbes, 
and on the other upon the power or want of power of resistance 
of the patient and her tissues and the conditions of her 
environment, upon her own health or unhealth and the 
healthiness or otherwise of her surroundings. A patient may 
also have a special immunity, original or acquired, from the 
assaults of a particular microbe or microbes. 

Such being the nature of puerperal sepsis, how may it be 
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avoided aiid a condition of asepsis maintained ? The indica- 
tions for its prevention and the maintenance of asepsis are, I 
presume, the following : — 

1. To do our very best to keep the microbes out of the 
genital passages. 

2. Should they get in unknown to us, to endeavour that 
they shall have as little as possible, in the shape of decomposable 
material or raw surfaces, to prey upon ; in short, should they 
unwittingly get in, to starve them out. 

3. Should they be found in doing mischief, to turn them 
out — ^to wash them out, or scrape them out, or kill them 
where they are. 

The first indication (to keep the microbes out) is to be 
found chiefly in the pursuit in our practice of cleanliness — ^not 
ordinary or domestic cleanliness merely, but ultra-cleanliness ; 
cleanliness carried to the verge of the ridiculous; absolute 
cleanliness, a condition on the one hand of microbic sterility, 
and on the other of non-putrescibility ; an absence of microbes 
and an absence of their food wherever we don't want them. 
I say the pursuit of this, not the practice of it, for I presume 
the practice of it is impossible. But this I suggest should 
ever be our aim, and that our practice should come as near as 
we can to it. We want everything which is introduced 
within the genital passages of our patient during labour and 
the puerperium to be absolutely microbically sterile and non- 
putrescible, and everything which during that time comes in 
contact with her external genitals, as well as the external 
genitals themselves, to be also absolutely sterile. This may 
be unattainable, but let us approach it as near as we can. 
Another means of carrying out this indication is to minimise 
the opportunities of introducing microbes by limiting, as far 
as possible, our vaginal or intra-uterine examinations and 
operations. A further means may be the conduct of the third 
stage in such a way as to restrict, as far as possible, the 
the entrance into the passages of air which must be more or 
less dust-laden. 

The second indication is to starve out the microbes should 
they get in. This means so to conduct labour as to have as 
little decomposable or putrescible material as possible remain- 
ing or lodging in the passages after labour and during the 
puerperium, and to restrict the traumatic lesions of labour 
also to a minimum. 

The third indication is to turn out or kill the microbes if 
we find they have got in. This will mean in certain cases 
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the practice of vaginal or intra-uterine douching, curetting, or 
apphcation of microbicides, such as pure carbolic acid. 

At thfe Glasgow Maternity Hospital we have been trying 
to carry out these indications by such means and methods as 
the following : — 

Last year we got our directors to supply us with a steam 
steriliser to treat dressings, diapers, &c. The idea was that 
all material which might come in contact with the vulva, as 
well as surgical dressings, should be treated in the steriliser 
after the laundry or the manufacturers had done their best 
for them. 

Tow used for cleansing the vulva is so sterilised. The tow 
used for washing and swabbing the vulva is thereafter kept 
in a 1 to 20 solution of carbolic acid. The diapers, or 
" tissues " as they are called, which are applied directly to the 
vulva, are sterilised. Abdominal binders are also sterilised 
after having been washed and boiled, and draw-sheets used 
during labour are treated in the same way. Towels are also 
sterilised. 

The vulvar " tissues " or diapers are composed of old linen 
which has been washed and boiled, enclosing a pad of cotton- 
wool, and after being made up they are treated in the 
steriliser. They are never used twice, but are, when removed 
from a patient, carried at once by the nurse directly to the 
ward fire and cremated. Formerly vulvar diapers were used 
again and again after having been washed and boiled. At 
first — that is, immediately after labour — these vulvar tissues 
are wrung out of 1 in 1,000 corrosive sublimate solution, but 
afterwards they are usually applied dry. 

Before making vaginal examinations doctors and nurses treat 
their hands in the following way : — The nails having been cut 
close, the hands and fore-arms are washed with warm water and 
soap, the nails being well scrubbed with a nail brush ; then 
the soap is rinsed oft*, preferably in running water — that is, 
under the tap. The hands are next treated with turpentine 
and methylated spirit to remove greasy material, then steeped 
in corrosive sublimate solution (1 in 1,000) for one minute, 
rinsed in creolin solution (1 in 300) to get rid of some of the 
corrosive solution, and lastly, lathered in lysol solution (1 in 
160) by way of lubricant. No towels are used, the examination 
being made with wet hands, and no kind of ointment or greasy 
material is used. The nurses observe the same ritual before 
touching the vulva for any other purpose, as bathing, passing 
catheters, &c., except that the lubricating in lysol solution 
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may be omitted. The nail brushes are frequently boiled, and 
are kept immersed in a 1 to 20 watery solution of carbolic 
acid. 

Before the first vaginal examination in the receptiom room 
the patient's vulva is thoroughly washed with soap and warm 
water, and swabbed with sterilised tow and creolin solution 
(1 in 300), and before all subsequent examinations the vulva 
is swabbed with the same. 

In making vaginal examinations the vulva is exposed to 
view, so that not only may any abnormality or disease be 
noticed, but also that the finger may be introduced with the 
minimum of contact with the skin surface. Vaginal examina- 
tions are also restricted in number both by nurses and the 
medical staff, and students are rarely permitted to make such 
examinations in the hospital at all. 

Before the patient is removed from the reception room to 
the labour room upstairs she is completely washed, her own 
clothes are removed, and a clean boiled nightdress is put on. 
After she has been placed on the bed in the labour room an 
enema is administered, and her bladder is emptied, if necessary, 
by the catheter. Before the introduction of a catheter the 
vestibule is swabbed with tow soaked in creolin solution. 
When a catheter is passed the meatus is exposed and the 
catheter guided in by sight, and not by touch. This illustrates 
an important general principle in aseptic midwifery — the 
increased use of visual and discarding of concealed tactile 
methods. A nurse's fingers may do material mischief, her 
eyes cannot. 

In preparing a patient for induction of labour, and sometimes 
in other cases, the vulvar hair is all carefully shaved away. 
It would be well to do this in all cases, as it is very difficult to 
keep clean during the puerperium, and among the poor at 
home it is very often kept in a filthy and dangerous condition. 

Vaginal douching before delivery is practised when the case 
has been manipulated previous to admission, and before operat- 
ing, that is, before introducing anything into the uterus — ^the 
hand as in turning or removing manually a placenta or retained 
membranes, or instruments as forceps, bougie for inducing 
labour, &c. In the first case the manipulation might not have 
been aseptic, and in the second mischievous organisms might 
be introduced into the uterus from the vagina if the latter 
happened to harbour any. It is also used when there is 
any offensive discharge from the vagina in labour. The 
fluid used for douches lately has been creolin solution, 1 dr. 
to 1 qrt., about J in 300, Before passing the nozzle, which 
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is of glass, within the vagina, the vulva and neighbour- 
hood is well scrubbed with soap and creolin solution, and 
irrigated with the douche. Some of our residents then 
follow the Dublin Rotunda practice of scrubbing the lower 
end of the vagina with a piece of soap held in the fingers, 
then passing in the nozzle and douching out the soaped 
portion, and, lastly, passing the nozzle up to the f omices and 
douching out the whole canal. A large glass jar with an 
opening at the bottom leading into a rubber tube forms the 
irrigator, which is hoisted on a movable stand. The glass 
nozzles are boiled and kept in a solution of 1 in 20 carbolic 
acid, and after use carbolic solution is run through the irrigator 
and rubber tube. A piece of rubber tube next the nozzle is 
detachable, and is also soaked in 1 in 20 carbolic solution, and 
is boiled along with the nozzle. 

After delivery, vaginal douching is practised before and 
after stitching a perineal tear; also sometimes after forceps 
deliveries, &c. 

During the puerperium vaginal douching is used when the 
lochia becomes offensive or suspicious, and regularly twice 
daily after perineal rupture ; also at other times when there 
are special indications for it. Vaginal douching during the 
puerperium is done by the nurses, unless the physician desires 
otherwise. The vulva is always cleansed with tow and creolin 
solution, and irrigated before such vaginal douching. 

Intra-uterine douching after labour is used when the hand 
has been passed into the uterus, when post-partum haemorrhage 
has occurred, and when a decomposing foetus has been delivered. 
When for haemorrhage, of course the douche is given hot. The 
vagina is always irrigated before the nozzle is passed into the 
uterus, and if possible the finger is not used to guide the nozzle 
into the uterus. During the puerperium intra-uterine douching 
is practised where a rise or temperature or continued foetid 
lochia indicates it. Intra-uterine douching is always done 
by the resident surgeon, and never by the nurses, und the 
vulva is always cleansed thoroughly, and it and the vagina 
irrigated with the creolin solution previously. Creolin 
solution, 1 in 300, is what has been chiefly used recently for 
intra-uterine as for vaginal douches, and a large quantity is 
usually employed. 

During the puerperium the vulva is regularly cleansed and 
swabbed with tow and creolin solution by the nurses three 
times daily, and also always after use of bedpan and slipper. 
The sterilised vulvar " tissues " or diapers are then placed in 
contact with the parts, about six to eight being used daily. 
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When one is removed, as I have already mentioned, it is carried 
by the nurse straight to the ward fire and burned. 

The bed-sheets, which are boiled after washing, are frequently 
changed and whenever stained. The draw-sheets have also 
been boiled after washing, and two or three are used in each 
case daily. These latter have a macintosh below. The 
macintoshes are washed in soda and water, and then soaked 
in 1 to 20 carbolic acid, and dried. Lord Lister says that 
soaking in 1 to 20 watery carbolic solution for a quarter of an 
hour will sterilise the surface of anything. Metal instruments 
before use are sterilised by boiling and placed in 1 to 20 
carbolic solution. 

Gum-elastic uterine bougies for inducing labour are before 
use first well washed, then steeped in 1 to 20 carbolic solution 
for at least four hours, and just before introduction placed for 
half an hour in 1 to 500 corrosive sublimate solution. After 
use they are immediately burned. 

Barnes' rubber dilating bags are scrubbed well with soap 
and water and placed before use in 1 to 20 carbolic solution. 

The wards are used for a month at a time. We have two 
flats, and as far as possible we only use one at a time, and 
change every month. When a ward is emptied it is thoroughly 
cleansed, floors and woodwork are scrubbed, and the beds, which 
have wire spring mattresses, are carbolised. The wards are 
finally fumigated with sulphur and freely ventilated. 

What results have we had ? The last hospital year, 
from 15th November, 1896, to 14th November, 1897, showed 
a great improvement on the previous one in the health of 
the patients ; and a stricter observance of aseptic methods and 
precautions in the hospital, and especially on the part of the 
nurses, I have no doubt contributed largely to this result. 
Pyrexia and sepsis seemed rarely absent from us during the 
previous year, while this last year we had no case that we 
believed we could call septicaemia, and we had much less trouble 
with temperatures even after severe operations. Particularly 
was this rarity of cases of sustained pyrexia conspicuous after 
the advent of the steam steriliser. Besides which, I have no 
doubt a materially contributing cause was the abolition of the 
old common vulvar napkins, used again and again, and which 
may have been at times imperfectly treated in our laundry 
establishment, with the substitution for these of articles 
cremated after use. 

We are painfully aware that our methods are yet far from 
perfect, and that their enforcement is not so thorough as we 
desire, but we hope to improve in both directions, and ultimately 
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attain to the utter banishment of sepsis from our hospital, 
except, perhaps, in such cases as have been infected previous 
to admission. 

In private practice, before making a vaginal examination, 
the medical attendant's hands and the patient's vulva and 
neighbouring skin must be carefully cleansed. Such examina- 
tions should be as far as possible minimised. 

As regards our hands, let them and the fore-arms be well 
washed with clean soap and warm water, and the nails, kept 
short, well scrubbed with a clean nail brush. It is well to 
wash again in running water — that is, under the tap. There 
is always a water-tap in the kitchen if there is no other in 
the house. Plenty of soap and plenty of running water 
should get rid of all gross dirt, and with it the major part of 
the mischievous organisms. Rinse the soap well off under 
the tap, and thereafter immerse the hands for at least a 
minute in some trustworthy antiseptic solution. The handiest 
is perhaps corrosive sublimate (1 in 1,000), made by dissolving 
a tabloid in a pint of water in a bowl or jug. I then lather 
the hands with a little lysol solution (J per cent) in another 
bowl by way of lubricant. If an ointment lubricant is 
desired, an antiseptic unguent can be carried in a collapsible 
tin ; but the lysol solution is safer and slippery enough. 

The vulva and neighbourhood should always be cleansed 
previous to examining with soap and water, and then swabbed 
with an antiseptic solution, using carbolised tow or absorbent 
cotton-wool by way of sponge. This may be done by the 
nurse if she can be relied on ; but if not, the medical attendant 
must do it. Washing the vulva, &c., with soap and water 
need not be repeated after the first examination, but previous 
to subsequent ones the parts should always be swabbed with 
the antiseptic. 

All metal and glass instruments and apparatus should be 
boiled at home, and carried in the obstetric bag wrapped in 
some aseptic material. Where possible they should be boiled 
again just previous to use. 

After the labour is finished the washing of the patient 
must be directed by the medical attendant, if not actually 
done by him. In all cases where there is not a thoroughly 
competent nurse assisting he must do it himself. The vulvar 
dressing or diaper should be above suspicion. Sublimate 
wood-wool pads are not very dear, and are very convenient. 
The nurse must be directed to cleanse her hands thoroughly 
always before and after attending to the patient's vulvar 
toilette, &c. 
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For assisting in keeping the bed clean and dry during a 
labour the pneumatic mackintosh made by Arnold is exceed- 
ingly useful. When wrapped up it can be carried with the 
other necessaries in a fairly large obstetric bag. Douching 
will be rarely necessary ; but when it is required, the pneu- 
matic mackintosh helps greatly in getting it done without 
undesirable fuss or discomfort to the patient. 

Where an accoucheur's hands have been seriously contami- 
nated with septic material he may subject them to the 
procedure known as the permanganate method, by which it 
is claimed, Norris says, they may be rendered practically 
sterile to culture tests. After thorough scrubbing with soap 
and frequent changes of warm water, and rinsing well, the 
hands are immersed in a warm saturated solution of perman- 
ganate of potash, and scrubbed with a sterilised swab. The 
hands are then decolorised in a warm saturated solution of 
oxalic acid. After rinsing well in sterilised water, the hands 
are finally immersed for two minutes in a 1 to 500 corrosive 
sublimate solution. 

The risk of septic infection is no doubt much less in private 
than in hospital practice, but it is considerable, and in private 
we work under the disadvantage of not having the patient 
and her other attendants (nurse and friends) so completely 
under our control as in hospital. Hence in private cases 
septic infection may readily result from the action of others 
who are beyond our control ; but we can always ensure that 
at least we ourselves shall do no mischief. 

Some who dispute the necessity for aseptic precautions in 
ordinary midwifery urge that parturition being a physiological 
process, nature herself is sure to take all the precautions 
necessary for its safe conduct under ordinary circumstances. 
But this physiological process has so frequently pathological 
results that these latter may almost be regarded as normal. 
Such are abrasions, lacerations, &c., which for their safe healing 
demand aseptic conditions. It would be an abuse of language 
to call such traumatic lesions physiological. Further, we can 
never know beforehand whether a labour and puerperium 
will be normal or not. Again, whether a labour and its 
consequences be physiological or not, vaginal examinations 
and the operations of midwifery are of course very much 
otherwise. 

Let me commend this subject to your earnest attention and 
consideration. I am very deeply impressed with its import- 
ance, for by the careful observance of aseptic precautions in 
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our midwifery practice I have little doubt we shall not only 
save many lives, but also prevent much life-long ill-health. 

I will conclude with a quotation from the excellent little 
book by Dr. Jellett, entitled A Short Practice of Midwifery, 
embodying the Treatment adopted in the Rotunda Hospital, 
Dublin. It is a passage where he expresses a view which, 
although perhaps rather strongly put, has, I think, a good 
deal 01 reasonable foundation to support it : — " It is not an 
exaggeration to say that the most essential knowledge in 
midwifery is the knowledge of asepsis. A practitioner who 
knows nothing of the science and art of midwifery, except 
that it is absolutely necessary that his hands and instruments 
be sterile, will save more lives than the most accomplished 
obstetrician who does not practice asepsis." 



A YEAR'S WORK AT THE GLASGOW MATERNITY 

HOSPITAL.! 

By ROBERT JARDINE, M.D., &c., 
Physician to the Glasgow Maternity Hospital. 

During the past year a considerable number of changes have 
been made in the Maternity Hospital, with, I am glad to say, 
good results. We are attempting to carry out, to the best 
of our abilities, a rigid system of aseptic midwifery* The 
methods we have adopted have already been discussed by me 
in a lecture given in the hospital in January, and published 
in the Scottish Medical and Surgical Journal for February. 
Our President has also fully dealt with the same subject in 
an admirable paper read before this Society at the March 
meeting. I need not therefore take up your time by referring 
further to them. Sepsis we shall never be able to entirely 
banish from our wards, as unfortunately from time to time 
we have to admit septic cases, which are a source of very 
great danger to the other cases. If the hospital had an 
isolation ward we would be in a position to deal properly 
with such cases, but as we have no such ward we are severely 
handicapped. Another serious drawback is that new nurses 
are coming in every week, many of whom have never heard 
of antiseptics, nor have they the remotest idea of what 
we mean by aseptic midwifery. They do their best, but 
one cannot help feeling that mistakes must unwittingly 
be made. In former days the nursing of the patients 
was a very weak point in the management of the hospital, 
and that was the reason why so many cases became septic. 
During the past year we had no cases of puerperal fever. 
Four cases were transferred to Belvidere ; two of them 
suffered from measles, and the other two from what we 
diagnosed as enteric. I shall deal with these cases in 
detail shortly. 

1 Read on 2Vth April, 1898. 
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In the various departinents 2,369 cases were attended. 



In-door Cases. 

Number of women admitted to Hospital — 

Confined at full time, 

Confined prematurely, . . . . 

Miscarried, 

Other cases admitted, not confined in HospitaJ, 



380 

63 

10 

6 

459 



Children born alive in Hospital at Boys. 

full time, . . . . 180 

Children still-born at full time, . 22 

premature — alive, . 21 

„ still-bom, . 18 






241 
Four cases of twins. 



Girls. 

168 
14 
11 
13 

206 



Total. 

348 

36 

32 

31 

447 



Operative cases in Hospital — 

Forceps, 

Version, 

Craniotomy, .... 
Induction of labour. 
Abdominal section (Csesarean), 
Abdominal section (ruptured uterus). 
Incision of occluded os, . 



56 

16 

11 

15 

3 

1 

1 



103 



Maternal deaths, 9. 
Causes of death — Exhaustion, haemorrhage, shock, and eclampsia. 



OuT-DOOR Report for Year ending 14th November, 1897. 

Number of women attended at their own homes — 

Who were confined at full time, . . . 1,461 

„ „ prematurely,. . . 21 

Who miscarried, 24 
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S2 



1,506 
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Boys. 


Girls. 


Total. 


Children bom at full time — alive, 


691 


673 


1,364 


„ „ dead, 


64 


47 


111 


„ prematurely — alive, 


7 


6 


13 


„ „ dead. 


8 


6 


14 



770 732 1,502 
There were 20 cases of twins. 



Operative cases — 

Forceps, 82 

Version, 6 

Craniotomy, 2 



90 



Maternal deaths, 4. 



Report of West-End Branch, St. Vincent Street. 

Number of women attended at their homes — 

Who were confined at full time, . . . 380 

„ „ prematurely, . . . 11 

Who miscarried, . . . . . . 13 



404 



Boys. Girls. Total. 

Children born at full tim&— alive, 194 176 370 

„ „ dead, 9 4 13 

„ prematurely — alive, 5 2 7 

„ „ dead, 3 14 



211 183 394 
There were 3 cases of twins. 



The operative cases were — 

Forceps, 17 

Version, 2 



There were no maternal deaths. 



19 
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The death-rate of nearly 2 per cent in the in-door depart- 
ment is very high as compared with that of other maternity 
hospitals, but it must be borne in mind that we have to deal 
with a very large percentage of diflScult cases of contracted 
pelves. Very nearly 10 per cent of the cases had markedly 
contracted pelves, requiring major operations. Another cause 
of our high death-rate is that we not unfrequently have to 
admit patients who have been subjected to severe unavailing 
operative proceedings at home. This is neither fair to the 
patient nor to the hospital. I know how difficult it is to 
deal with bad cases in their own homes where you have no 
conveniences at hand, but this is a very strong reason why 
one should insist on these cases going into hospital at once 
before any attempts at delivery are made. 

Of the 9 fatal in-door cases 4 were hopeless when admitted, 
and one of them actually moribund. Two others died of 
exhaustion, due in one case to persistent vomiting, and in the 
other to an old pelvic abscess. This latter case was one of 
accidental hasmorrhage. It was fully reported by me in the 
British Medical Journal of 25th January, 1898. 

In the out-door cases there were only 4 deaths, and none at 
the West-End Branch. Of these, one died of septicaemia for 
which she refused treatment, a second of post-partum haemor- 
rhage in connection with placenta praevia, a third of acute 
phthisis for which she had been under treatment in the Royal 
Infirmary. The fourth succumbed to pre-existing bronchitis, 
for which she was under the care of an outside doctor. 

Taking the whole cases (2,369) the death-rate of 13 is a 
small one without deducting the cases which were hopeless 
when admitted and the others not due to the confinement. 

While dealing with statistics, I should like to point out 
that forceps was used in about 12 per cent in-door cases, 
5 J per cent out-door, and 4J per cent at the West-End Branch, 
giving an average all over of about 6J per cent. The in-door 
is by far the highest, as one would expect from the nature of 
the cases. 

I shall now give a short account of some of the more 
interesting cases, dealing specially with the fatal ones, as it is 
from them that we can Team the most. 



Contracted Pelves. 

We had 40 of these altogether in which there was marked 
contraction causing difficulty. There were other slight ones, 
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but the deliveries did not present any difficulties, so they need 
not occupy our time. 

CsBsarean section was done three times, twice for contracted 
pelves and once for obstruction caused by anterior fixation of 
the uterus. 



Case I. — The first one was done by Dr. Cameron, assisted 
by me. The patient was a i-para, aet. 21. The pelvic measure- 
ments were as follows : — Intercristal, 9f inches ; interspinous, 
10^ inches ; external conjugate, 6 J inches ; diagonal conjugate, 
3 inches. She had been in labour thirty-one hours, and the 
membranes were ruptured. The head presented with the 
occiput to the right. The operation was. done in the usual 
way, the bleeding being controlled by Cameron's pessary. 
The child, a female, was alive, and weighed 9 lb. Silk stitches 
were put in the uterus, and the tubes were tied and cut. 

She made a very good recovery, except that she developed 
an acute abscess in the right parotid, which had to be incised 
on the eighth day. She left the hospital in six weeks, and 
within a fortnight she passed two stitches per urethram, and 
about the same time a sinus opened about the middle of the 
cicatrix. Eleven months after the operation two silk sutures 
came away through the sinus, which then closed. She has 
been menstruating regularly. The uterus is adherent to the 
back of the abdominal cicatrix. 

Case II (was done by myself). — A. A., i-para, set. 22, single, 
admitted 19th August, 1897, sent in by Dr. Peter Buchanan. 
She had been in labour for some time. The os was the size of 
half a crown, and the membranes were intact. The head was 
free above the brim. She was not markedly rickety, but the 
promontory of the pelvis projected sharply forwards, shorten- 
ing the diagonal conjugate to about 3 inches. Drs. Black and 
Oliphant agreed with me that it was a suitable case for a 
Caesarean section. With their assistance I operated in the 
usual way, controlling the uterine haemorrhage by Cameron's 
method with a pessary. I delivered the child by the feet, as 
I believe there is less risk of tearing the uterine wound 
downwards as I have seen happen once or tvirice when the head 
was delivered first. Just as I began stitching the uterine 
wound the patient ceased breathing, and we had to perform 
artificial respiration for a few minutes, and raise the lower end 
of the table. The tubes were tied and cut in the usual way. 

The patient made an uninterrupted recovery. On the 
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twenty-first day the discharge became red again, evidently 
menstrual, and this lasted for eight days. A curious thing 
about the baby was that she had a bloody discharge from the 
vagina when she was 5 days old. I examined her myself and 
saw the blood coming through the opening in the hymen. 
I sent a note of this to the British Medical Journal, 
and provoked a short correspondence. One writer asserted 
that 40 per cent of female children had this sanguineous 
discharge. 

She left the hospital in six weeks with a good firm cicatrix. 
I took the pelvic measurements under CHCI3 before she left. 
The intercristal was 10 J inches ; the interspinous, 9 J inches ; 
the external conjugate, 6f inches; the diagonal, S^V inches. 
The true conjugate would be about 2 J inches. 

Since leaving the hospital she has been in domestic service. 
She has menstruated regularly every three weeks. In April, 
about eight months after the operation, a small sinus formed 
at the junction of the lower and middle third of the cicatrix. 
One of the silk ligatures is evidently working its way out. 
The uterus is small, and is quite freely movable. Her child is 
thriving. 

Case III. — The third case of Caesarean section was done by 
my assistant. Dr. Edgar, who was in charge of the hospital 
during my absence. 

Mrs. W., ii-para, aet. 35, admitted 9th October, 1897. In 
October, 1896, Dr. Edgar had done anterior vaginal fixation of 
the uterus, and repaired her perineum for prolapse and retro- 
version. When labour came on he attended her at home, and 
found the uterus anteverted. The os could not be suflSciently 
dilated to turn. Craniotomy was tried, but he found he 
could not deliver. The placenta was attached low down and 
in front, so that an incision through the vagina was contra- 
indicated. He therefore brought her into hospital for Caesarean 
section. She was somewhat exhausted, but her pulse was 
fairly good. 

The operation was done in the usual way. The uterus was 
found rotated so that the left broad ligament and appendages 
were directed forwards. The pulse was remarkably good after 
the operation, numbering 78. She did very well for the first 
twenty-four hours, but began to sink next day, and died about 
forty-four hours after the operation. 

There was no post-mortem examination. There are a good 
many points of interest about this case, but as I did not ^e it 
I cannot take them up. If such a case comes my way I shall 
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not hesitate to do Caesarean section at once. To stitch the 
anterior wall of the uterus to the vagina has always seemed to 
me a risky proceeding in the event of a future pregnancy. 

Cases of Ruptured Uterus. 

Case I. — The fourth case of abdominal section was done 
for a ruptured uterus. 

Mrs. D., viii-para, set. 38. History of former labov/rs. — 
First and second children were born to another husband, and 
the nature of the labours is unknown. The third and fourth 
were instrumental, children alive; fifth, born on the floor 
without assistance; sixth, instrumental, still-bom; seventh, 
haemorrhage and miscarriage ; eighth, the present. 

The patient had been in labour two and a half days. She 
was sent in by a medical man, with the history of haemorrhage, 
attempted delivery first by forceps and then turning 

On admission she was coUapsed-looking ; lips pale; pulse 
feeble, but not very rapid. There was very little external 
haemorrhage; the cord was prolapsed and pulseless. She 
complained of great pain in the abdomen, excessive at times. 
On palpating the abdomen two masses could be felt, with a 
distinct groove between. 

I saw her shortly after admission, and had her put under 
CHCI3 at once. I found the diagonal conjugate measured 
4 inches. There was a leg in the vagina, and the other foot was 
at the brim, and the placenta was lying loose alongside of it. 
On removing the placenta a large tear was found in the left 
side of the uterus, extending through the side of the cervix 
and the upper part of the vagina. The child's body was in 
the peritoneal cavity, and the body of the uterus was lying to 
the right side of it, well contracted. The breech was brought 
down, and the body delivered. I then perforated behind the 
ear and delivered the head. The child weighed 7 J lb. 

The patient did not seem any more collapsed. Two oz. of 
brandy and 2 oz. of water were given by the rectum. There 
was no bleeding. 

Dr. Cameron saw her, and we decided to remove the uterus. 
He opened the abdomen, and we found a large quantity of 
blood and clot in the peritoneal cavity. The laceration 
extended up obliquely, the serous surface being torn almost 
to the left Fallopian tube. Clamps were put on the broad 
ligaments, and the uterus amputated. The broad ligaments 
were then tied, and the cervix extirpated. The floor of 
Douglas' pouch was stitched across by interrupted sutures, 
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but it could not be completely closed. The abdomen was 
flushed out, and the wound closed in the usual way. 

The pulse was very feeble. She was very freely stimulated, 
but never rallied, and died eleven hours after the operation. 

It seems a very common practice to do version if the forceps 
fails. Within a week after this patient was admitted, another 
was brought in by a medical man where the forceps had failed 
and then turning been tried. The patient was a primipara, 
with a contracted pelvis ; diagonal conjugate, 4 inches. The 
body and arms were born, but the head stuck. Fortunately, 
the uterus was intact. I perforated behind the ear and easily 
delivered the head. In both of these cases, I think, axis 
traction forceps would have delivered without much difficulty, 
especially in the Walcher position. If, after a fair trial, 
axis traction forceps fails to deliver, turning should not be 
attempted. I have never yet seen a child saved in this 
way, and I have certainly seen serious mischief done to the 
mother. 

Case II. — ^A. R, i-para, aet. 28. Patient had an irregularly 
contracted pelvis. Her left hip-joint was ankylosed from 
old-standing disease. She was supposed to be entering on her 
ninth month of pregnancy. Labour was induced by using 
first sponge tents, a bougie, and afterwards Barnes' bags. 
When the largest bag had been expelled, the membranes 
ruptured. The os was fully dilated manually, and axis traction 
forceps applied. As the head did not enter the brim, Cameron's 
antero-posterior forceps was substituted by Dr. Black. The 
head was then delivered, but found to be crushed. The uterus 
contracted well, and the placenta came away after some time. 
There was no bleeding, but the patient looked somewhat 
collapsed. A hot douche of carbolic (1 in 120) was given. As 
the fluid did not return, the nozzle was withdrawn, and a 
large amount of fluid drained away. The patient collapsed, 
and died in a few mijiutes. 

At the post-mortem examination a quantity of sanguineous 
fluid was found in the abdominal cavity, and the uterus was 
found to have a transverse rent in the lower part of the 
posterior wall, just opposite the promontory, about 2 inches 
m length. The head had crushed the uterus against the 
promontory and caused this. The true conjugate measured 
2f inches. 

It is difficult to understand why the injection of the warm 
fluid into the abdominal cavity caused such a sudden collapse. 
It was so sudden that the carbolic could not have caused it. 
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Cases of Eclampsia. 

We had a very interesting series of cases of eclampsia, and 
also one case of excessive dropsy with albuminuria. 

Case I. — Mrs. B., v-para, set. 29, admitted Ist March. The 
patient had been taking fits at intervals during the day. She 
was in a semi-conscious condition. The legs and thighs were 
cedematous, and the face slightly pufiy. The bladder contained 
about 3J oz. of urine, which was highly albuminous, becoming 
nearly solid on boiling. 

She has always had puffiness of the face during her 
pregnancies, but has never had any fits before. For the last 
month she has suffered from severe frontal headache, and for 
the last week has been very sleepless and passing urine 
frequently. She has had a great deal of mental worry lately. 
Her last child was still-bom. 

The OS admitted one finger, and the head presented. No 
foetal heart sounds could be heard. A glycerine enema was 
given, and then 30 grs. of chloral and 60 of bromide by the 
rectum. Under CHCI3 I dilated the cervix by means of 
Barnes' bags, and then turned. The child, a male, was dead, 
evidently premature, about the eighth month. There was 
very little haemorrhage at the time of delivery, but about an 
hour later there was a sharp attack, which was watched but 
not checked quickly. The pulse rose from 120 to 140, and 
was very tense. The chloral and bromide was repeated in 
three hours. She was restless during the night, but had 
no fits. 

2nd March. — Is semi-conscious. The bowels have been 
freely moved by croton oil during the night. The urine 'is 
still loaded with albumen, and contains numerous granular 
tube-casts and a few fatty ones. Pulse, 130, soft, and regular. 
Chloral and bromide repeated. She is very restless. 

Srd March. — She passed a fair night. She is now quite 
conscious, and complains of severe headache. Chloral and 
bromide continued, and pot. citrate given four-hourly. The 
albumen is lessening. 

4th March. — Temperature rose to 102*4°, and she began to 
complain of pain in the chest. Crepitations could be heard, 
and dulness was becoming evident at the right base. Poultices 
were applied, and a stimulating expectorant given. The 
temperature remained about 102° for about a fortnight, and 
the dulness was very slow of disappearing. The albumen 
disappeared on the ninth day. 
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She went home on the twentieth day on her own respon- 
sibility. The urine was normal. The pelvic condition was 
normal, but there was still some bronchial catarrh and slight 
dulness at the right base. 

Case II. — Mrs. G., i-para, aet. 27, admitted 12th March, 1897, 
at 7*20 P.M. Died undelivered at 11*45 P.M. She had had her 
first fit about noon, when she was seen by a medical man who 
prescribed for her. For a week there had been slight swelling 
of the legs and face, and for two days the urine had been 
scanty. She had been in Belvidere a year ago, but for what 
fever we could not find out. There was no history of any 
previous renal disease or epilepsy. She was six months 
pregnant. 

From noon till admission she had eight fits in all, and was 
barely conscious in the intervals. On admission she could be 
slightly roused by vigorous stimulation, but would not answer 
questions. The pupils were contracted, and the conjunctival 
reflex absent. There was slight oedema of the legs and face. 
The fundus of the uterus was two fingers' breadthjg above the 
umbilicus. No foetal heart sounds could be heard. The os 
admitted the tip of the finger. The breech presented. The 
cervix was very rigid. Three ounces of urine were drawn off". 
It was very bloody, and became almost solid on boiling. The 
temperature was 1014°, and pulse 116 and very weak. 

A large dose of chloral and bromide was given. Within two 
hours she had four more severe fits. Chloroform was given 
during the fits. Her pulse now became very weak, and 40 
minims of ether were given hypodermically, and she rallied 
but remained deeply comatose. 

•At 9 P.M. I ruptured the membranes and tried to dilate the 
cervix with the fingers and Barnes' bags, but it was so tense 
they had no effiect. Several deep incisions were then made, 
and Champetier de Ribes* bag inserted, but it burat. In the 
meantime, nearly 2 pints of saline solution were injected into 
the . areolar tissues of the right axilla. This was fairly 
well absorbed, and seemed to improve the pulse. Ether was 
injected from time to time. As the patient was evidently 
dying, the attempts at dilatation were given up. She died at 
11-45 P.M. 

We obtained a po8t-7nortem examination. The kidneys 
were markedly hypersBmic. I hope at some future day to give 
a full description of their microscopic appearance. The uterus 
with the foetus in situ was removed. I showed it at one of 
pur meetings last session. 

VOL. I. T 2 
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Case III. — Mrs. M*I., i-para, sat. 18, admitted 19th March, 
1898, at 10-30 p.m., delivered on 20th March, at 5*20 a.m. 
Child alive, male, premature, weighed 4 lb., about seventh 
month. 

She was sent in by Dr. Craig, Dennistoun. The labia were 
very oederaatous and enormously swollen. There was marked 
oedema of the legs and feet, and general oedema of trunk and 
face. This condition had lasted for over a week. Labour 
had begun on the morning of admission. The os was the size 
of half a crown, and the presentation was left occipito-anterior. 
The urine showed two-thirds albumen on boiling. There 
were no tube-casts or blood. 

The labia were punctured and hot fomentations applied. 
The serum drained very freely. Bromide, 20 grs., and chloral, 
15 grs., were given by the mouth. Labour was allowed to go 
on naturally. Chloroform was given towards the end of the 
second stage. Shortly after delivery she had a slight general 
convulsive seizure, lasting for a few seconds. She was given 
20 grs. chloral and 40 grs. bromide. 

She made a good recovery. The albumen lessened very 
much by the second day, but there was a considerable trace 
on dismissal, which persisted for some time afterwards. Her 
baby died on the second day. 

Case IV. — Mrs. L., ii-para, admitted 27th August, at 7 p.m., 
delivered 28th August, at 2*30 A.M. Child dead, sixth month, 
weighed 2 lb. Sent in by Dr. Leask. 

Previous History, — She had had scarlet fever at 16, and 
dropsy during her first pregnancy, which had ended pre- 
maturely, but without fits. 

Before admission there had been three fits. The urine was 
heavily loaded with albumen, and some tube-casts were seen. 
The OS was quite closed. 

Croton oil was administered, and 20 minims tinct. verat. 
virid. given by the mouth, but she vomited shortly afterwards, 
and it was probably rejected. About 9*30 p.m., 12 minims 
veratrum were given hypodermically, but it had no appreciable 
effect on the pulse-rate or tension. (The preparations used 
had been in the hospital for some time, and may not have 
been good.) By 10*30 she had had three more fits. By 
11 p.m. she had become so restless that she could only be 
kept in bed with difficulty. She was put under CHCI3, and I 
managed to press one finger througli the os, and then got a 
Barnes' bag in and left it in for some time. I then continued 
digital dilatation until I managed to seize a foot and draw the 
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body down, but the cervix grasped the head so firmly that it 
was necessary to perforate the base, which I did with a pair 
of polypus forceps. A creolin douche was given and an enema 
of 30 grs. chloral and 60 grs. bromide. In a short time she 
became very restless, and 1 dr. of bromidia was given by the 
mouth. She then went to sleep, and slept most of the night 
and next forenoon. 

She made a very good recovery. The bowels were kept 
freely opened, and large quantities of milk and imperial drink 
were given to flush the kidneys. There was still a trace of 
albumen in the urine on dismissal. 

Case V. — E. M., i-para, aet. 17, admitted 31st August, 1898, 
915 P.M., delivered at 10*30. Child, female, alive, weighed 6 lb. 

She was first seen at home by a nurse. A fit came on 
before the nurse had time to examine her. 

Previous History, — In infancy she had had scarlet fever 
followed by dropsy, and when 5 years old she was said to 
have had dropsy again. For the last three or four weeks 
swelling of the legs had been noticed. 

When Dr. Barker, the out-door surgeon, saw her she was 
having a fit. He gave her CHClg, and had her removed at 
once. The os was nearly fully dilated. Half an hour later 
the head was almost on the perineum. CHCI3 was given, and 
delivery was eflfected by the forceps. Post-partum bleeding was 
encouraged, but very little came, and what did was very dark 
in colour. An enema of 60 grs. bromide and 30 of chloral 
was given. She had a seizure two hours later, and she became 
very restless. Two drs. bromidia were given by the rectum. 
She became quieter, and dozed during the night. The bowels 
were freely moved. There was very little urine passed; 
specific gravity, 1026 ; considerable albumen. 

Ist September. — She looked very dull, and could hardly be 
got to take any nourishment. She had three slight fits and 
one severe fit during the afternoon. For the latter CHCI3 was 
given. At noon, 2 drs. bromidia were given by the rectum, 
and the same later in the afternoon. Towards evening a good 
deal of throat rattle was observed. She passed a fairly quiet 
night, but would not drink much, and the urine was very 
scanty. Pulse has all along been about 120, of high tension 
and regular. 

2nd September. — She was very drowsy; pulse now about 
130, irregular and intermitting. The albumen was less, 
but very little urine was being passed. She would drink 
scarcely anything. 
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In the evening she was very drowsy and could scarcely be 
roused. The skin was very dry, and the pulse was markedly 
intermittent. At 9*30, 20 minims tinct. verat. virid. (a fresh 
preparation) was given hypodermically, 20 oz. saline solution 
injected into the areolar tissue of the left axilla, and the patient 
was put into a hot wet pack. Before half the saline solution 
was injected, she became perfectly conscious, and drank freely 
of imperial drink and milk. In an hour and a half the pulse- 
rate had fallen 30 beats, and in another hour 10 more, and 
was quite soft and steady. She passed a fairly good night, 
and drank freely. 

Srd September, — She was much better. Had drunk in all 
100 oz. of milk and imperial drink. The urine had increased 
markedly, but it could not be measured, as some was lost 
with the motions. Pulse, 96, regular, high tension. 

ith September. — In last twenty-four hours, 96 oz. of urine 
were measured, besides what was passed with two free motions. 
Next day, 100 oz. of urine were collected ; albumen still present. 

On the 7th she developed a dry pleurisy in the right side, 
above the liver. The friction disappeared in four days. By 
the 18th she was very well, but anaemic-looking. 

Case VI. — Mrs. M., ii-para, set. 26, admitted 18th September. 
Child, female, alive, mature, weighed 7 lb. 

Patient was seen at home by students, and found in a state 
of epileptiform spasm. She was brought into hospital by the 
out-door surgeon. Dr. Barker. As a girl of 12 years of age 
she had had epileptic fits, and two years ago they had 
recurred, but she has not had any since, until to-day. She 
does not seem to have had the fits with her first labour. 

On admission she had a violent seizure, and chloroform had 
to be administered. The urine contained a small trace of 
albumen. The os was fully dilated, and the head well down. 
The forceps was applied, and delivery easily effected. The 
perineum had evidently been badly torn at her first labour. 
About twenty minutes later she had a minor seizure, and 
became quite rigid ; but this quickly passed off, and she had 
no more seizures. She made a normal recovery, and went 
home on the tenth day. 

Case VII. — Mrs. P., set. 23, iv-para. This patient had also 
a number of epileptic fits. She had been subject to fits when 
a girl, but they had ceased for some years until she began to 
bear children. At each confinement they recurred. She had 
a large number of slight fits before admission and quite a 
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number afterwards, but they were stopped by the administra- 
tion of two large doses of bromide. The labour was normal. 
She had no fits after delivery, and made a good recovery. 
There was a slight trace of albumen in the urine. 

These were both cases of epilepsy, and not true eclampsia, 
although their urines showed a trace of albumen. 

It is curious to note how these eclamptic cases came in 
runs. In March we had three of them, and in August two, 
and curiously enough they all came in during my term of 
office. Another curious occurrence was that during the month 
of April we had twenty consecutive births of males. You are 
all familiar with the saying that this is a sure sign of war. 
Considering that Britain is never without a row going on in 
some part of the world, there is no doubt about the fulfilment 
of such an omen. 

Case of Excessive Dropsy with Marked Albuminuria. 

Mrs. G., iii-para, set. 25, was sent in on the 26th of April 
by Dr. Peden as a threatened case of eclampsia. She was 
about six months pregnant. 

She was a stout German Jewess. In her former pregnancies 
there had been nothing abnormal. The face was very puffy, 
and she could barely separate her eyelids. There was general 
anasarca and some evidence of ascites. The abdominal wall 
was very oedematous, showing an overhanging translucent 
fold just above the pubes, but, curiously enough, the labia 
were not alFected. There were some moist r&les over the 
lungs. The heart sounds were pure, but the second was 
markedly accentuated in the aortic area. She had no head- 
ache. This condition had come on within the last fortnight. 
She says her urine has not been discoloured. It was highly 
albuminous. No blood nor sugar. There were a few fatty 
casts. Esbach's reagent shows 045 per cent albumen. 

The bowels were freely moved, and she was put on an 
alkaline diuretic with some digitalis, and imperial drink and 
milk diet were given. The urine steadily increased in amount, 
and the cedema decreased. By the ninth day she was passing 
106 oz. ; on the eleventh, 120; and on the twelfth, 147. The 
oedema had nearly all disappeared ; but there was still a 
considerable amount of albumen, and with the increased flow 
there was sufficient blood to make the urine quite red. She 
insisted on leaving the hospital, and we could not persuade 
her to go into the Royal. She went home on 7th April, 
promising to put herself under Dr. Peden, but he has recently 
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written to me saying she never came near him again. I 
would like to know the result of the case. 

We had quite a number of other cases with marked 
albuminuria, and one or two with anasarca to a slight degree, 
but none of them showed any eclamptic symptoms. 

Case of Separation of the Symphysis. 

Mrs. A., aBt. 42, xiv-para, admitted 19th September, delivered 
21st September, 1897. The pelvis was slightly under 4 inches 
in the conjugate. The breech presented. The first stage was 
very lingering. As no advance was being made, the legs were 
brought down. The cord was found to be pulseless. The 
head was pushed through by suprapubic pressure, with some 
traction from below. The joint was not felt to give way, but 
shortly after the labour was over she complained of severe 
pain in the suprapubic region. Fomentations were applied, 
and she was given ergot and opium. She also complained of 
pains in her limbs. Salicylate of soda was given, and the 
fomentations were continued. 

On the third day her temperature rose to 103*2*'. The 
temperature fell to normal and remained so for over a day, 
when it again rose, and from that time onwards it kept rising 
each day to about 103° or 104°, and then falling. The pain 
over the pubes still continued, and we found the joint was 
slightly movable, but there was very little separation. The 
movements caused severe pain. Strong adhesive strapping 
was applied in the same way as after symphysiotomy. The 
uterus seemed to be involuting all right. 

On the fifteenth day she developed severe diarrhoea of a pea- 
soupy nature, and this continued. The spleen became enlarged, 
and could be felt below the costal margin. We tried the serum 
test for enteric on the eighteenth day. 

Dr. Ferguson kindly tested, but he could not give a definite 
opinion. He thought it was a case of enteric. She was sent 
to Belvidere. I examined the .pelvis before she went, and 
found the uterus was involuted and freely movable, and there 
was no indication of any pelvic cellulitis. The symphysis was 
still movable. 

I believe they could not definitely decide in Belvidere as to 
whether or not it was enteric. She died a week or so later, 
and as no post-mortem examination was allowed the point was 
not settled. 

The case was a curious one all through. The amount of 
suprapubic pressure in the first place was not so great that the 
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symphysis should have given way. I have seen more applied 
with no bad results. The head was not excessively hard nor 
large. It is the first time I have ever found the joint give way. 
Another supposed case of enteric was sent to Belvidere. 
She had a normal labour, and did all right until the fifth day, 
when her temperature ran up to 102°. It kept up although 
the lochia remained sweet and the uterus steadily involuted. 
She was sent to Belvidere ou the fourteenth day. There was 
nothing in the pelvis to account for the condition. 

Case of Retention of Urine. 

I have now to record a case of the kind which is usually 
allowed to remain in the privacy of one's own note-book. 

The case was that of a single woman, aged about 20, sent in 
from the country with retention of urine of two weeks' 
duration. She had not menstruated for over three months. 

On admission the abdomen was found to be distended. On 
vaginal examination the anterior vaginal wall was tense, and 
gave the impression of being much bulged backwards. The 
posterior wall was also bulging, but, unlike the anterior, it 
was quite hard, and the mucous membrane was thrown into 
transverse folds. There was no swelling like the body of the 
uterus felt. The cervix uteri could not be reached with the 
finger, as much pain was caused by the examination. 

A catheter was passed, and 74 oz. of urine were drawn ofi*. 
A considerable amount was left in the bladder. On vaginal 
examination the anterior wall was much less tense, and on 
passing the finger well up and backwards the cervix could 
be felt. The os was closed. Further examination was post- 
poned. Hot fomentations were applied, and she was given 
some Battley and brandy as she seemed very weak. That is 
the note made by the resident on the evening of admission. 

Next morning I had her put under chloroform, and I found 
the fundus of the bladder about the umbilicus. I drew off 
60 oz. of urine, and on making a pelvic examination I found 
no large swelling in the pelvis, but what seemed to me a small 
uterus pushed back against the posterior pelvic wall. I pushed 
this forwards through the rectum, and bimanually thoroughly 
explored the pelvis. The external hand felt the promontory. 
Both of the residents examined bimanually also. I was 
perfectly satisfied there was no pregnant uterus in the pelvis. 
I sounded the bladder and found the fundus of it above the 
umbilicus. The patient was very weak, and had to be freely 
stimulated. 
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Next day she was weaker ; temperature, 100° ; pulse, 130 to 
140, and intermitting. She was very thirsty, drinking large 
quantities of fluid. There was a large amount of albumen in 
the urine. The retention still continued. As I was of opinion 
that she was not pregnant, we transferred her to the Royal. 

Two days later she aborted a fourth month foetus, and died 
the next day. No post-mortem examination could be obtained. 

I need not say I was surprised to hear of the abortion, but 
not of her death, as the case seemed hopeless from the 
beginning. When I examined her I expected to find the 
uterus retroflexed, but it was not, neither was the body of it 
in the pelvis. The only explanation I have to offer is that it 
was a bicornuate uterus, and that the pregnant horn was 
drawn up into the abdomen. She was drinking such large 
quantities of fluid that it looked like a case of diabetes insipidus. 
The case is a mystery to me, but from it I have learned one or 
two lessons. 

While speaking of what may be termed curious cases, I 
shall now record a few which come under that heading. 

Among the children we had one boy, one of whose testicles 
was much swollen and very hard. This was noticed a day or 
two after birth. The labour had been easy. I thought it might 
possibly be a malignant condition. Dr. Dalziel kindly saw it, 
and agreed with me that it ought to be removed. He removed 
it in the Children's Hospital when the child was about a 
fortnight old. The testicle was quite black and firm, due to 
an embolism in the spermatic artery. The child made a good 
recovery. Dr. Dalziel had never seen or heard of a case before, 
but he informed me that he found the very same condition in 
a testicle he removed from a young adult shortly afterwards. 

Another child had hydrocephalus and a rare form of spina 
bifida. 

I had a case of labour with an intact hymen. This case was 
fully reported by me in the Scottish Medical and Surgical 
Journal, vol. i, p. 529. Dr. Black also had an exceedingly 
rare case, viz., a completely occluded os uteri. He gave notes 
of this case at a former meeting of this Society. One of my 
cases of accidental haemorrhage was complicated by an old 
pelvic abscess. A complete record of this case will be found 
in the British Medical Journal for 29th January, 1898. 

One patient was sent in with a note from a doctor stating 
that she had given birth to a child a day or two before, and 
that there was still an extra-uterine foetus in the abdomen. 
We found the abdomen very much distended, and nearly half 
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full of ascitic fluid. She was transferred to the Royal. The 
ascites was found to be due to malignant disease, from which 
she died. 

We had one very marked case of pendulous abdomen due 
to angular curvature of the spine in the dorsal region. The 
ensif orm cartilage was so near the symphysis that there was 
no room for the uterus to rise, so it lay forwards on the thighs. 
The pelvis was roomy enough, but uterine action had no effect 
in forcing the head into the brim even when a firm binder 
was applied. She was delivered with forceps without any 
difficulty. This was her second pregnancy. She made a 
good recovery. 

One patient had marked elephantiasis of both legs. Dr. 
Webster, the resident, recognised her at once as an old Western 
Infirmary patient. He had a photograph of her. I believe 
she had been a show case there for some time. Her legs and 
feet were very large. Her child developed snuffles and a bad 
syphilitic rash. She made a good recovery. 

One patient had a supernumerary mamma in the left axilla. 
It had no nipple. The milk could be pressed from it into the 
breast along large ducts which could be distinctly felt. 

Casks of Persistent Vomiting. 

Case I. — Mrs. B., vii-para, set. 26, admitted 18th March. 
She was sent in from near Paisley by Dr. Gardner as a 
troublesome case of vomiting of pregnancy associated with 
hsematemesis. The usual gastric sedatives had been tried. 
She was about seven and a half months pregnant. 

The bowels were cleared out, and rectal alimentation adopted. 
The vomiting practically never recurred. She complained of 
some pain in the stomach, but beyond that she felt well enough 
except that she was very weak. 

About twenty-eight hours after admission, with almost no 
warning, she suddenly gave birth to a dead child in the 
then unruptured membranes. There was no haemorrhage. 

She was able to retain nourishment from that time onwards, 
but in spite of that, although she was freely stimulated, both 
with brandy and champagne, she gradually sank, and died 
on the third day. The temperature remained normal. 

The post'TnorteTn examination revealed nothing in the 
stomach except that it was dilated and had one or two small 
hcemoiThagic points. There were also some erosions at the 
lower end of the oesophagus. Death seems to have resulted 
from pure asthenia. There was no sepsis about her. 

VOL. I. U 2 
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Case II. — Mrs. P., vi-para, est. 30. She was sent to us in 
August with a history of persistent vomiting and great pain 
in the stomach. She was about seven months pregnant. The 
vomiting had been very violent during the first three months 
of the pregnancy, and it had then ceased for about two months. 
It then began again, and had been incessant for fourteen days. 
She had then had some relief for about three weeks, but for 
the last three weeks it had been very bad, with severe 
epigastric pain and occasional rigors. There had been blood 
in the vomit lately, and she had passed very black and tarry 
motions. There was some albumen in her urine. 

The vomiting was not very bad after admission, but she 
complained very much of pain in the stomach. We transferred 
her to the Royal, as the case did not seem to warrant obstetric 
interference at that time. After three days in the Royal 
vomiting ceased entirely, and she was well enough to go home 
in a fortnight. The albumen had disappeared from the urine. 

A fortnight later she came back to the Royal. The vomiting 
had begun again shortly after she had gone home. She had 
also had a bad attack of diarrhoea. She was kept in the Royal 
nine days, but as the vomiting persisted they sent her back to 
us for induction of labour. 

On admission the residentexamined her,and tried to introduce 
his finger through the os. When I saw her a couple of hours 
later labour had begun and the os was nearly half dilated. 
The labour ended naturally in about five hours. The child, a 
female, was alive and weighed 7 lb., so it must have been 
pretty nearly at full time. A mixture of bismuth and morphia 
was given, and the vomiting ceased a few hours after delivery. 
She was able to take a fair amount of nourishment by the 
mouth without any pain. She made a good recovery. 

Cases of Puerperal Measles. 

We had two cases of puerperal measles, both during my 
term of office but several months apart. A nurse also toot 

measles, but at a different time from the patients. 

• 

Case I. — A. M'K., i-para, sBt. 30, single, delivered 12th 
December, 1896, by forceps in the cavity. Child, alive, 
weighed 9 J lb. Her puerperium was normal until the seventh 
day, when her temperature rose to 101° and remained up for 
six days. On the thirteenth day she developed a very copious 
rash, There were no coryzal signs. The lochia remained 
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sweet, and the uterus involuted steadily. The source of 
infection had been a child who was sickening in the house 
the patient had lived in on the morning she was admitted. 
Her child was taken away, and I do not know if it took the 
disease. The patient was sent to Belvidere, where the measles 
ran a mild course. 

Case II. — A. G., ii-para, set. 28, single. She had been 
working about the hospital for several months. She had 
done her usual work although feeling out of sorts on the day 
before labour began. When she was found to be in labour 
the resident discovered the rash beginning to show. The 
coryza was not marked. The labour was normal, and there 
was no tendency to post-partum haemorrhage. The child, a 
female, weighed 7^ lb. Next day the rash was well out. We 
kept her in hospital three days and then sent her to Belvidere. 
The child was taken to the receiving-house and watched for a 
fortnight, but it did not develop the disease. The mother 
made a good recovery. 

Cases of HiEMORRHAGE. 

We had a large number of these during the year. I have 
already dealt with the cases of ante-partum haemorrhages in 
a paper read at the meeting in November, and published in 
the Transactions of the Society, vol. i, p. 89. As they are 
very fully dealt with in that paper I shall not take up time 
referring to them. We had in all 6 cases of placenta praevia 
and 6 of accidental haemorrhage. 

In all cases of severe haemorrhage we transfused a normal 
saline solution either into the areolar tissue or directly into a 
vein. Rectal injections of the same solution were also given 
in some cases which were not so urgent. The transfusion 
into the areolar tissue can be very easily and quickly done, 
and absorption is very rapid. A pint can be put into the 
axilla without much discomfort to the patient. By some 
authorities this is said to be preferable to direct transfusion 
into the vein. 

We had no marked cases of post-partum haemorrhage with 
the exception of two, both after ante-partum haemorrhage, 
which have been fully reported in my paper referred to. 
Some three or four other slight cases occurred, but the bleeding 
was quickly checked by a hot intra-uterine douche (120°) and 
hypodermic injection of ergotin. None of them were at all 
severe. 
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Induction of labour was performed fifteen times — thirteen 
times for contracted pelves, once for persistent vomiting, and 
once for a curious condition which one does not find given in 
the text-books as an indication for induction. The patient 
was a very stout multipara, seventh pregnancy, set. 36. The 
abdominal walls were very pendulous, a large fold hanging 
down on a level with the symphysis. In this fold there was 
a lai|:e sloughing ulcer. She had been in the Royal under 
Dr. Kelly, who sent her for induction as the ulcer could not 
be got to heal. Induction was performed by bougies, and the 
labour terminated spontaneously. The child was alive. The 
ulcer improved very much during the ten days she was in 
hospital, and was healing well. Her temperature remained 
normal throughout. 

Of the fifteen inductions two mothers were lost. One case 
has already been given as a case of rupture of the uterus. 
The other one I have fully reported in my paper on " Ante- 
partum Haemorrhage" as a case of accidental haemorrhage 
caused by the bursting of a Champetier de Ribes' bag. The 
child was alive. One of the mothers developed a mammary 
abscess. All the others made good recoveries. Of the children, 
7 were well at the time of dismissal ; 5 more were bom alive, 
but only lived a few hours. In 3 cases craniotomy had to be 
done. One of the live children had a marked depression 
caused by the promontory. 

The method adopted was by bougies and generally a firm 
plug in the vagina. In the case of persistent vomiting the 
introduction of the finger through the os was sufficient. In a 
few of the cases Barnes' bags or Champetier de Ribes' bag 
were also used. 

Under the heading of inductions I am not including the 
cases done for eclampsia or ante-partum haemorrhage. 

There were 10 abortions, but none of them gave us much 
trouble. The uterus was curetted with a flushing curette 
unless the ovum had come away intact. 

Craniotomy was done 11 times. I shall not detail any of 
these cases, although some of them were very difficult, and a 
few of them were done on patients who had been subjected to 
treatment before being sent in to us. We lost none of the 
mothers, and very few of them gave us much trouble as 
regards temperatures. 

Last year I read notes of a delivery in the Walcher position. 
Since then we have used it practically in all the difficult 
cases, and have found it most useful. I have measured a 
good many cases now, and have found the increase in the 
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conjugate varies from J inch to as much as | inch in one case. 
The average is about J inch. 

We have adopted a method of keeping a record of the 
rate of involution of the uterus by measuring the height of 
the fundus each day. If you take 100° on the temperature 
chart as representing the top of the symphysis, and let each 
degree represent one inch, you can keep an admirable record. 
The height of the fundus is taken immediately before the 
binder is applied, and a mark made on the chart in red ink. 
It is taken each day of the puerperium, and the points joined 
in red ink. At a glance you can see how it is coming down. 
We have also been noting the height of the umbilicus. I 
have found it vary as much as 3 inches in height, so that as a 
landmark it is of little importance. It does not vary with 
the size of the woman, as some of the highest have been in 
comparatively small women. At some future time I intend 
to make an average of a large number of the cases. 

As I said at the beginning, we had very little trouble 
with sepsis. After the introduction of the steriliser and the 
change in the nursing staff, intra-uterine douching during the 
puerperium was very seldom required. Frequent vaginal 
douching was also stopped. It is now never done unless 
there is some foetor of the lochia. 

We had a few cases of puerperal ulcers, but very few — two 
or three. They were all treated by thoroughly swabbing 
them with pure carbolic and dusting with iodoform. One case 
developed a mammary abscess. There were no cases of pelvic 
cellulitis. One case had an old discharging mammary abscess 
when admitted. She did very well. 

There were many other very interesting cases which one 
might record, but I think I have perhaps given you sufficient 
for one night. I have tried to give you a fair and honest 
account of our work. As I have said already, the death-rate 
may seem high as compared with other maternity hospitals, 
but, considering the nature of the cases we have had to deal 
with, I think we have every reason to be satisfied. 

During the year clinical lectures have been given from 
time to time, and a large number of students have taken 
advantage of them. At the close of the year the directors 
consented to our taking a limited number of post-graduate 
pupils, and I made a beginning in that line in January. 
During May, June, and July, this post-graduate teaching is to 
be continued, and also clinical lectures to senior students and 
any practitioners who care to come. There is no reason why 
a good post-graduate school of midwifery should not flourish 
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in Glasgow. We probably have better material as regards 
difficult cases than in any of the other institutions in Britain, 
and I fail to see why we should not utilise it. Clinical teaching 
of medicine and surgery has always been a strong point in 
our Scottish schools, but of midwifery we cannot boast. Men 
are very fond of spending a great deal of time in the surgical 
wards, and how many of them afterwards do any surgery — 
perhaps one in ten — whereas in midwifery they take out 
their tweLve cases, frequently all normal ones, and in many 
cases before they have had any lectures on the subject, and 
then they go into practice fully qualilied to do any obstetric 
operation, without perhaps ever having seen forceps applied. 
Such a condition of matters should not exist. I hope before 
many years to see a new hospital fully equipped for the 
carrying on of a flourishing post-graduate school of midwifery. 
In the meantime, we have made a beginning in that line, and 
if we can show the necessity of enlarging the present hospital, 
I am sure the generous public of Glasgow will appreciate our 
efibits and help us with the necessary funds. 

Our best thanks are due to all those who have been 
associated with us both in the in-door and out-door work of 
the hospital. 



IS THERE ROOM FOR IMPROVEMENT IN OUR 
PRESENT MODE OF CLINICAL INSTRUCTION IN 
MIDWn^ERY ? 1 

By JOHN EDGAR, M:.A., B.So., M.B., F.F.P.S.G., 

Professor of Midwifery and DiseAftes of Women, Anderson's College Medical 
School ; Surgeon, Glasgow Samaritan Hospital for Women ; &c. 

The subject which I wish to bring before you to-night is the 
question whether there is room for improvement in our 
present mode of clinical instruction in midwifery. The matter 
IS a serious one, and I implore you to give it your most 
careful consideration; for on the solution of it depends the 
lives and the health of the women and children whom the 
students of to-day — the medical practitioners of the future — 
will attend. If the answer be in the negative, then let us be 
pleased that those responsible for the instruction of our 
medical students are doing their best ; but if otherwise — and 
no one, even after the most superficial enquiry, will, I am 
afraid, be able conscientiously to deny that there is room for 
improvement — then it behoves us as Christian men and women 
to enquire seriously into the matter, to find out wherein the 
faults lie, and to endeavour to remedy matters as far as 
possible by bringing the subject before the attention of the 
authorities concerned, pointing out to them the errors which 
are being committed, and suggesting for their respectful 
consideration the means by which we, as an Obstetrical 
Society, consider these errors could best be avoided in the 
future. 

I need offer no apology for bringing up this subject for 
discussion. That there is need for it every consulting 
obstetrician and gynaecologist can testify. No one knows 
better than they how widespread is the ignorance among 
general practitioners and midwives of the proper management 
of labour. About a year ago I was called to a case of trans- 
verse presentation by a young medical man. He had been in 

1 Bead on 25th May, 1898. 
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the house, examining the patient from time to time, for five 
hours before he recognised the condition and sent for help, 
and when I arrived I found the os fully dilated, the liquor 
amnii drained away, and the shoulder jammed tightly into 
the pelvis, so that, even with the patient deeply under the 
influence of chloroform, it was with great difficulty and no 
small risk of rupturing the uterus that I managed to turn and 
deliver a dead child. But not only did this medical man fail 
to diagnose the case till the life of the child was lost, and the 
life of the mother was put to grave risk; lie committed 
another error just as grievous. With the exception of a small 
bottle of ergot he had nothing with him, not even an anti- 
septic. When I asked him for some, he replied that he had 
washed his hands with carbolic solution before coming up to 
the case. Fortunately I had perchloride of mercury tabloids 
in my bag, and did not depend on him. 

In order to get some idea of the maternal mortality due to 
puerperal fever and other diseases incidental to childbirth, 
such as eclampsia and flooding, I have examined the annual 
reports of the Registrar-General for Scotland from the year 
1855 up to the last, that for 1895, and the results I have 
embodied in the accompanying table (p. 161). 

An examination of this table will show that childbirth 
mortality has increased slightly during each decade. In the 
first decade (1855-64) it was 1 in 206 ; in the second, 1 in 202 ; 
in the third, 1 in 192 ; and in the last, 1 in 188*5. What is 
the explanation of this? Is it what one ought to expect, 
considering the strides which have been made of late years in 
our knowledge of parturition and its management ? It must 
be granted, of course, that these figures are not quite accurate. 
The Registrar-General says in the report for 1871 — "No 
information reaches us, either as to the occurrence of a still- 
birth, or to the true cause of death in the case of a mother 
who has had a still-birth. The number of mothers is, we 
must admit, greatly under-estimated ; and the true mortality 
from child-bearing, we have grounds for fearing, is still more 
grossly under-estimated." Many cases classed under haemor- 
rhage, peritonitis, &c., ought to be included ; but this remark 
applies probably as much to the later as to the earlier reports. 
Even if not, I think we must admit that the annual mortality 
is at least little, if at all, less than it was thirty or forty 
years ago. 

.Dr. CuUingworth, in a paper published in the British 
Medical Journal in March of last year, drew attention to the 
same fact as regards puerperal fever in England, and in 
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MATERNAL MORTALITY DUE TO PUERPERAL/ FEVER AND 
OTHER DISEASES INCIDENTAL TO CHILDBIRTH. 







Total Number of 




Year. 


Number of Deaths 

due to 
Puerperal Fever. 


Deaths due to 
Diseases of Child- 
birth including 
Puerpend Fever. 


Proportion of Deaths to Number 
of Parturient Women. 
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connection with this he said — "It is clear that something is 
wrong. We shall be most likely to find out what that some- 
thing is by a process of self-examination, both on the part 
of teacher ana taught, however disagreeable that process 
may be." 

But high though the mortality -incidental to child-birth is, 
it bears no comparison with the morbidity. Last year in my 
wards in the Samaritan Hospital for Women, nearly 60 per 
cent of the patients, who had borne children, were suffering 
from various traumatic and septic sequelae of parturition. 
Most of them were admitted for the express purpose of being 
treated for these lesions ; some of them required treatment for 
other conditions, such as ovarian tumour, uterine fibro-myoma, 
&c. Having considered these cases carefully, I feel certain 
that in many of them the complication could have been 
prevented had proper care been taken at the confinement by 
the medical man or midwife in attendance. 

Now, these are serious allegations to make. It is only 
because I am firmly convinced of tl;ie truth of them that I 
venture to put them before you. Should you agree with me, 
must it not be our duty to trace the reason for the errors 
which are committed, and do our best to remedy them ? Does 
the fault lie with the medical practitioners and midwives, or 
can it be that it lies with the teachers of midwifery, with 
the directors of our lying-in institutions, with the General 
Medical Council ? 

That the subject is of importance, then, no one can deny. 
Even apart from the grave risks to mother and child involved, 
a thorough knowledge of the subject is necessary to the 
student, for the simple reason that almost all his future 
work will be divided between medicine and obstetrics. A 
knowledge of general i^urgery and of the specialties will in 
comparisoDi be required very seldom. Not only so, but a 
medical man's knowledge of midwifery must be capable of 
being applied at a moment's notice. Unforeseen complications 
are of frequent occurrence, and often there is no time to bring 
in a consultant, or even to sit down to think. 

What is the Present Mode of Clinical Instruction 

IN Midwifery? 

In the calendars of Glasgow and Edinburgh Universities the 
regulation concerning the study of practical midwifery runs 
as follows : — " Th^ candidate must have attended, under the 
superintendence of a registered medical practitioner, twelve 
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cases of labour, or such additional number as the Senatus, 
with the sanction of the University Court, may from time to 
time determine, or have attended for three months the practice 
of a lying-in hospital, or of the maternity department of a 
general hospital or other public institution, and have conducted 
personally six or such additional number of cases of labour as 
the Senatus, with the sanction of the University Court, may 
from time to time determine." 

Thus, no mention is made of clinical instruction. No 
precaution is taken that the medical practitioner shall be 
competent to teach the subject, nor are any steps taken to 
ensure that he, or the staff of the various kinds of institutions 
mentioned, shall supervise the student while attending during 
labour or afterwards. The word "superintendence" is not 
definite enough. The corresponding regulation for the triple 
qualification of Edinburgh and Glasgow is better, but only 
slightly so. It enjoins " attendance for three months on the 
in-door practice of a lying-in hospital, and personal attendance 
on six cases of labour, or alternately, attendance on twenty 
cases of labour, at least five of which shall have been conducted 
throughout under the direct supervision of a registered medical 
practitioner." A form of certificate is appended. 

The practice at the Glasgow Maternity Hospital is that 
each student's first three confinements must be either cases of 
labour observed in the hospital and conducted by the in-door 
house surgeon, or out-door cases to which the out-door house 
surgeon accompanies him. The other nine, for at present the 
Senate of Glasgow University require the number to be 
twelve, are attended by the students in couples without 
supervision. The only restrictions are (1) that the case 
shall be reported afterwards; (2) that the out-door house 
surgeon or, failing him, the district accoucheur shall be sent 
for in complicated cases; and (3) that the out-door house 
surgeon shall see each case within a few days after labour. 

It is found that with few exceptions a student can get 
his twelve cases over in two or three weeks. Thus, clinical 
midwifery is disposed of in this short time, and the instruction 
is given, or supposed to be given, by two young men who 
have lately taken their diplomas, and who at the beginning 
of their three months' term of office have, as a rule, had 
no clinical experience of midwifery beyond that which I 
have already indicated. (I must add, however, that lately 
Dr. Jardine has tried to improve matters somewhat by giving 
Saturday clinical demonstrations or lectures to senior students 
and practitioners, and by instituting post-graduate courses.) 
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Contrast this with clinical medicine and surgery, ffhese 
courses must be attended daily during three winter and three 
summer sessions. Each student is trained thoroughly by men 
who are devoting themselves specially to the subject they 
are teaching, and who have had a large clinical experience. 
Besides listening to clinical lectures, the students are obliged 
to palpate, to percuss, to auscultate. Their mode of doing so, 
. and the deductions which they make from their examinations, 
are criticised. In short, they are supervised individually at 
every step. It may be contended that medicine and surgery 
are much wider subjects than midwifery, and this is no 
doubt true. But can it be for one moment maintained that 
midwifery can be learned clinically in the manner I have 
already indicated ? 

I remember well when I was a student. At that time six 
cases were demanded of us, and my companion and I, for then 
as now we hunted in couples, managed to get eight, and 
thought we had done very well. The out-door house surgeon 
accompanied us to our first three cases. The first was over 
before we arrived ; we were only a few minutes in that house. 
At the second, I diagnosed a head presentation, but could not 
make out the position. When I requested the house surgeon, 
whom I looked upon with some degree of awe, to help me, he 
replied, " Oh, doctors never bother about the positions." At 
none of the three did we receive any information beyond 
what we picked up from what he did, and his conduct of the 
cases, I have since learned, fell far short of perfection. I do 
not imply that all house surgeons are such as this one, but 
it is surely unique, is it not, to have the clinical instruction 
handed over to young men who do not pretend to have any 
qualification to teach, who have not the necessary experience 
to enable them to do so, and who are not specially selected 
for that purpose ? 

Having thus described the present mode of clinical instruc- 
tion in midwifery, I now ask, "Is there room for improvement?" 
Surely there can be but one answer to this question. In fact, 
I think I should scarcely be considered guilty of exaggeration 
were I to say that there is no, or practically no, clinical 
instruction whatever. Is this fair to the student? Nay, 
more, is it fair to the public ? 

That there are reasons for this goes without saying, and 
the reasons are not far to seek. One of the chief of them 
is that the modesty of the patients and the risk of septic 
infection demand that the number of internal examinations 
shall be extremely limited. Others are that the uncertainty 
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as to the time of onset and duration of labour require the 
students to live in the immediate neighbourhood, and neces- 
sitate the clinical instruction being left largely to the resident 
surgeons. The matter is thus beset with much difficulty, 
and whatever remedies may be proposed must necessarily be 
attended with only partial success. 

Remedies Suggested. 

I think for a clear understanding of these it will be best to 
tabulate them. I do not claim .that the remedies I shall 
propose are the best, but I shall be satisfied if they set others 
thinking, and if among us we can devise some improvements 
on the present mode of working. 

1. The Hospital, — The building at present occupied is not 
suitable a* regards size or internal arrangements for modern 
requirements. This, I am glad to be able to say, the public- 
spirited gentlemen who occupy the responsible position of 
board of directors already recognise. They are, I believe, 
making appeals for money to enable them to build a new 
hospital, and I think it would strengthen their hands greatly 
if we, the Fellows of the Glasgow Obstetrical and Gynaecological 
Society, would unanimously support them in their appeal. 

Special rooms are required for major cases and for septic 
cases. An operating theatre is essential. More beds are 
necessary if we wish to accommodate all applicants. In the 
last annual report the visiting physicians state — " Occasionally 
the hospital was somewhat overcrowded in spite of the efforts 
made to limit the numbers, as patients in labour applying for 
admission cannot be, and never are, refused. Overcrowding 
in an hospital of this kind ought to be avoided as much as 
possible. We would therefore urge upon the public the 
necessity of increased accommodation." I may add that it often 
happens that severe cases attended outside could be much 
better treated in the hospital, but are not sent in owing to the 
want of room. Residential quarters either in the hospital or 
in an adjacent building are necessary for the students and 
post-graduates, so that they may be in immediate attendance 
at every case of labour which occurs in the hospital. 

The building of a new hospital would entail more publicity, 
a thing urgently required ^ for the institution ought to be 
taken advantage of by the very poor more than it is at 
present. In the Rotunda Hospital, which is only one of 
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several maternity hospitals in Dublin, there were during last 
year 1,700 in-patients, and 1,838 out-patients ; the correspond- 
ing numbers for the Glasgow Maternity Hospital were 459 and 
1,910. With a larger hospital the poor of Glasgow could be 
directly benefited, and an ample amount of clinical material 
would be supplied. 

2. The Visiting Obstetric Physician, — At present there are 
two of these physicians. In passing, I have often wondered 
why this antiquated term still holds. Is not the term surgeon 
more applicable than physician to a man who is constantly 
performing such operations as version, craniotomy, Csesarean 
section, &c. ? If the term obstetric surgeon be objected to, why 
not simply adhere to the term obstetrician ? 

Each of the two is appointed for a term of five years, and 
during this time the two hold office alternately for periods of 
two to three months. Each has an assistant, appointed for 
three years. Now, I ask, is this a good arrangement ? Does 
it not tend to hamper progress in the science and art of 
midwifery? Does it not tend to hamper any consecutive 
teaching ? In my own opinion there ought to be only one, 
with possibly an assistant, and I think the salarjrand length 
of tenure of office ought to be sufficient to enable him to 
dispense with general practice. In fact, abstention from all 
outside practice, with the exception of consultant work, ought, 
I think, to be compulsory. In this way only would a man 
have sufficient time and opportunity to devote his energies to 
teaching and to the prosecution of original research, and so 
true progress could be possible for the individual himself, and 
for the science and art of midwifery in general, and greater 
benefits would accrue to both students and patients. 

3. The House Surgeons. — As I have already indicated, the 
present system of appointing two house surgeons every three 
months is not a good arrangement from the point of view of 
the student, nor, I may add, is it the best plan for the patients. 
The only recommendation it has is that it gives eight young 
men every year an excellent opportunity to acquire a fair 
amount of practice in midwifery. But why limit the number 
to eight ? Why not throw the hospital open and give proper 
facilities for the post-graduate instruction of as many as 
would avail themselves of it. With a larger hospital, and a 
better arrangement of the stafl*, a large number of graduates, 
old as well as recent, would, I am sure, gladly avail themselves 
of the opportunity. 
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What remedies should be suggested then ? 

(1) I would keep to the present arrangement of in-door and 
out-door house surgeons, with this exception that each should 
be out-door during the first part, and in-door during the latter 
part of his term of office. 

(2) There should be a rule that only men who have attended 
a post-graduate course on midwifery, either in Glasgow or 
elsewhere, should be allowed to apply. 

(3) The visiting obstetrician should have a voice in the 
selection of the best candidates. 

(4) The term of office should be much longer than three 
months. As I have already said, it is unique to have the 
greater part of the clinical teaching devolving upon the house 
surgeons ; if this must continue, and it is not easy to see how 
it can be managed otherwise, it behoves us to insist that these 
young men shall be as experienced as possible. In the 
Rotunda Hospital of Dublin the term of office of the assistant 
masters is three years. Possibly we might not be able to get 
men who would remain so long. I think, however, that the 
minimum ought to be eighteen months, or, at least, a year. If 
this plan were adopted the post would be sought after by men 
who are intending to devote themselves to the specialty, the 
teaching of the students and graduates would be more efficient, 
and the treatment of the patients more skilful. 

4. Practice under a Registered Medical Praxititioner. — 
Considering the kind and amount of clinical instruction which 
is at present, and always has been, in vogue, and considering 
the fact that medical men who are not in touch with hospital 
work are prone to lag behind the times, it surely follows 
that many of them are incompetent to give proper clinical 
instruction in midwifery, even had they the time and the desire 
to do so. What generally happens is that the student is left to 
find out almost everything for himself. On these grounds I 
should strongly suggest that the clause referring to the 
attendance of students on cases of labour under the superin- 
tendence of a registered medical practitioner should be deleted 
from the regulations. 

6. Number of Ga^ea to be Attended. — The mere number of 
cases attended by each student is of secondary importance to 
the thorough supervision of the student which ought to be 
exercised at each case. But the number might well be raised 
to at least twenty. Of these the first six or so ought to be 
in-door cases, so that the students might understand labour 



1C8 IS THERE ROOM FOR IMPROVEMENT IN OUR PRESENT 

and its treatment in a practical manner before attending the 
out-door practice. 

6. Mode of Clinical Inah^uction, — Details as to this require 
to be left to the visiting obstetrician. There are, however, one 
or two points which might be discussed with advantage. 

There is no doubt that in-door teaching is of more value 
than out-door, because it can be carried out more thoroughly ; 
a large number of students can take advantage of it at a time, 
whereas no more than two can be permitted to attend a case 
outside; and, lastly, it would be undertaken by the in-door 
house surgeon, who, if my plan as to the appointment of the 
house surgeons were adopted, would be more experienced, and, 
in virtue of this, more competent to teach than the out-door 
resident. Occasionally the visiting obstetrician himself, should 
a case happen to occur during his daily visit, or should some 
complication demand his presence, would be able to give a 
clinical demonstration. Out-door teaching is no doubt valuable 
if properly done, but as it obtains at present I consider it the 
worst possible. The students, through ignorance or careless- 
ness, make many mistakes, both of omission and commission, 
and no one is present to correct them. Thus, in after life, 
as general practitioners, they become ignorant or careless 
obstetricians, and much suffering and many preventable deaths 
are the result. Who can blame them ? Certainly not those 
who are responsible for their instruction. 

What I should advise is that the following should be 
adopted : — 

(1) Before being allowed to attend the hospital, each student 
should have taken a course of lectures on midwifery. 

(2) Each student should be compelled to see, say, six 
cases in the hospital before being allowed to take out-door 
practice. 

(3) The in-door house surgeon or the visiting obstetrician 
should drill each student in the whole aseptic management of 
labour. 

,(4) Each student should be compelled to make several 
per vaginam examinations under the direct supervision of 
the in-door house surgeon or visiting obstetrician. It may be 
objected that these examinations would expose the patient to 
risk of infection, but does this not apply with more force to 
the present system, where the students in their out-door cases 
examine patients without any supervision at all ? Besides, in 
order that the students may become successful practitioners, 
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is it not necessary that they should learn practically the 
proper method of making such examinations ? 

(5) Each student should be taught how to make an ab- 
dominal examination, and for this purpose it would be well to 
admit a certain number of women before labour comes on. 
This is of great importance nowadays, in view of the fact, 
which has been amply proved, that every jyer vaginwm 
examination made on a parturient woman exposes her to 
grave risk of septic infection, and also because one may in 
this way diagnose a transverse presentation, a face presentation, 
&c., at a stage when it is impossible or very difficult to do so 
per vaginarri, and so be in a position to guard early against 
the grave risks involved. Such cases occur rarely, but 
unless a man has acquired experience by frequent abdominal 
examinations, and has been trained in the best methods, how 
can he be expected to diagnose them when they do occur ? Let 
me add, also, that abdominal examinations during pregnancy 
would lead the students to understand the importance of 
examining all their patients in this way two or three weeks 
before full term. 

(6) All the students in attendance at the hospital ought to 
be taken round the wards daily by the visiting obstetrician 
for clinical instruction on the management of the puerperium, 
the care of the infant, &c. 

(7) After having seen, say, six cases in the hospital, each 
student should attend the out-door practice, and should be 
accompanied to his first two cases by the out-door house 
surgeon, or by an assistant appointed specially for the purpose, 
whose duty it should be to show him how to adapt the 
conditions there met with to the best advantage. 

(8) In the case of emergencies, the students, or the special 
assistant referred to, should send for the out-door house 
surgeon or district accoucheur. 

(9) Each student should receive printed regulations and 
full instructions to guide him in his conduct of the cases, and 
should be compelled to write out a full report to be submitted 
to the out-door house surgeon. 

In conclusion, I should suggest that short courses on 
operative midwifery on the phantom might be conducted by 
the in-door house surgeon with advantage to the students and 
post-graduates. 
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Odphoro-salpingitis bilateralis. T. 

W. Jenkins, 26. 
Ovarian tumours. M. Cameron, 2, 8. 
Ovaries, dermoid cyst of both (J. 

Edgar), 19; cystic (J. Edgar), 45. 



5. 



O 



Oliphant, E. H. L. — In discussions, 

9, 22, 29, 31, 40, 75. 
— specimen : fibroma of left labium 

majus, 39. 



Placenta biloba, with velamentous 
insertion of cord. J. Edgar, 62. 

— praevia. R. Jardine, Ap. 89. 

PoLLOK, Robert. — In discussions, 29, 
31, 32. 

Pregnancy, pernicious vomiting of. 
G. Balfour Marshall, 57. 

Pyaemia, a case of, treated by anti- 
streptococcic serum. E. A. Gib- 
son, 36. 



R 



Reid, W. L. — In discussions, 40, 48, 
' 66, 70. 

Retention of urine due to needle in 
base of bladder wall. G. Balfour 
Marshall, 55. 

Robertson, Alex. — In discussions, 
79. 

Russell, A. W. — Vesical calculus 
after Caesar ean section, 21 ; a case 
of puerperal toxaemia treated with 
antistreptococcic serum, 23. 

— specimens : foetal monstrosities, 73. 



S 



SEPTiCiEMiA, puerperal, antistrepto- 
coccic serum in (A. W. Russell), 
23; (E. A. Gibson), 36; (J. M. 
Campbell), 37. 

— history and post-mortem appear- 

ances of a case of. T. W. Jenkins, 
10. 

— a fatal case of, in an infant 6 days 

old. J. M. M. Kerr, 35. 

Sex, mistaken. J. Lindsay, 51. 

Simpson, A. R. — The jubilee of anaes- 
thetic midwifery, Ap. 1. 

Sloan, Samuel. — Adenoma malig- 
num, 65; veratrum viride in 
eclampsia, 67. 

— in discussions, 5, 6, 7, 28, 30, 32, 

62, 74, 79, 81. 
Stark, J. Nigel. — In discussions, 5, 
6, 7, 49, 53. 

— specimen : anencephalic foetus, 52. 
Supernumerary mamma. E. A. Gib- 
son, 77. 
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Bupernumerary nipples in groin. G. 
Balfour Marshftll, 57. 



Tetanus neonatorum. 6. A. Turner, 

1. 
Thomson, J. Gemmill.— Specimen : 

an armless child, 73. 
Todd, G. Bell. — In discussions, 22. 
Transverse cases, Nature's methods 

of delivery in. R. Jardine, 

33. 
Turner, G. A. — Tetanus neonatorum, 

1. 



U 



Umbilical cord, malformation of. 
R. Jardine, 8. 

Uterus, adenoma malignum (J. A. 
Adams and S. Sloan), 65 ; from 
a Csesarean section (R. Jardine), 
63 ; membranous cast of (R. Jar- 
dine), 8 ; decidual cast of (J. 
Edgar), 43; congenital absence 



of portio vaginalis (T. W. Jen- 
kins), 14 ; fibroid of (E. A. Gib- 
son), 10 ; occlusion of os uteri 
(M. Black), 55 ; pregnant uterus 
with foetus in situ (K. Jardine), 
30 ; puerperal uterus from case 
of vomiting (R. Jardine), 30 ; 
rupture of (M. Black), 27 ; do., 
(R. Jardine), 29 ; incomplete 
rupture of (J. M*C. Johnston), 
74. 



Veratrum viride in eclampsia, four 
cases (S. Sloan), 67 : (E. A. Gib- 
son), 75. 

Vomiting of pregnancy (R. Jardine), 
30 ; (G. Balfour Marshall), 57. 



W 



Walgher position. R. Jardine, Ap, 

34. 
West, J. Thomson.— Specimen : di- 

prosopus, 73. 
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